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EXECUTIVE SUMMARY 
Introduction 
This report is an evaluation of Flora Fit Street (FFS) based in Clapham Park London. FFS was 
launched in June 2004 as a 12 month public private partnership between Flora and Clapham Park New 
Deal for Communities (NDC). Its purpose was to improve the local community's heart health by 
providing a whole range of activities, information and events that focused on increasing physical 
activity, improving nutrition and smoking cessation. Recruitment into FFS took place through 'Healthy 
Heart MOTs'. These events took place throughout the year and were widely advertised throughout the 
community. Residents could come for a health check-up, which included a 20 minute consultation 
with a health consultant and optional consultations with fitness and nutrition experts. Over the 12 
weeks following the MOT the participants had full access to the whole range of Flora Fit Street 
activities. At the end of that time, participants were asked to return for a 12 week exit MOT. 
Participants in the research study were then invited to attend a follow-up consultation 3 months after 
the end of the intervention. 
Methods and Design 
There were two separate components to the study: one quantitative and one qualitative. 
Recruitment into the quantitative component of the study took place over the final two 'Healthy Heart 
MOT' events in February 2005. During their initial consultation, eligible residents were asked if they 
would like to consent to take part in the study. For those who consented, the data gathered as part of 
their participation in FFS was made available to the research team, and they were followed up at six 
months after entry to FFS. The data included a lifestyle questionnaire and range of physiological 
measures, the outcome measures included were: 
• Cholesterol (primary outcome measure). 
• Blood Glucose. 
• Blood pressure. 
• Resting heart rate. 
• Body mass index. 
• Energy expenditure using the 'Seven Day Activity Recall' (Sallis et al. 1985). 
• Self-perceived health, using the SF-36 (Ware and Sherbourne 1992). 
• Current physical activity status using a version of the 'Stages of Change' (Prochaska 1979). 
To further understand participation, and to reflect on the potential weaknesses of Flora Fit Street as a 
model for healthy living initiatives, it was important to talk to participants and non-participants about 
their experiences and perceptions of the scheme. A sample of 16 people was recruited into the 
qualitative component of the study. 
Purposive recruitment strategies sampled men and women from the two major ethnic groups in 
Clapham Park; white (white British) and black (black British, black African and black Caribbean). Flora 
Fit Street participants were recruited through direct mail and telephone calls, on the basis of prior 
consent into the scientific study and from available contact information they had already provided to 
evaluators. Non-participants were recruited through Clapham Park New Deal for Communities 
outreach work. The sample took part in structured, individual interviews, on the telephone or face to 
face. Questions covered topics of personal reasons for attending or not attending healthy lifestyle 
initiatives; perceptions of own health and wellbeing; and perceptions of problems and opportunities 
for making sustainable healthy changes. Interviews were transcribed and analysed thematically. The 
analysis explored themes of patterns of participation, barriers and facilitators of participation and 
partiCipant-identified inadequacies of the scheme. On the basis of this analysis, recommendations are 
made for designing and delivering similar healthy lifestyle community schemes. 
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Findings from the quantitative component of the study 
Baseline Sample - Demographics 
• 199 participants consented to take part in the study. There were a larger number of women 
(n=126) than men (n=73). 
• A statistically significant difference (p=0.007) is found between the age distribution of 
participants in the study sample and the age distribution expected for the Clapham Park NDC 
area (Census, 2001). In the baseline sample the age groups 30-44 and 45-59 are over 
represented and the age group 65+ is under represented. 
• No significant difference (p=0.06) is found between the ethnic distribution of the study 
sample and what might be expected for Clapham Park NDC (Census, 2001). 
• A statistically significant difference (p=0.02) is found between the ethnicity of male and 
female study participants. Male participants were predominately white. 
Baseline Sample - Health Status 
• 32.5 % of the partiCipants had a cholesterol level over 5.0 mmol/L. 
• Statistically significant differences were found in the percentage of partiCipants having 
desirable cholesterol levels by age group (p<O.OOl) and by gender (p=0.028). Higher 
percentages of participants having undesirable levels of cholesterol were found for men and 
for older age groups. 
• 60.3% of the partiCipants were either overweight or obese having a BMI of 25 or over. The 
mean BMI for males and females was higher than the national average. 
• The number of smokers in the baseline sample (26.5%) was about the same as the national 
average (26%) However, the percentage of male smokers (31.5%) in the sample was higher 
than the national average (27%) and the percentage of female smokers (22.2%) was lower 
than the national average (25%). 
Comparing baseline characteristics for those who returned and those who dropped out 
• 111 participants returned for their 12 week exit MOT. Return rates were higher for women 
than men, the difference is statistically significant (p=0.022). 
• 35 participants returned for their 6 month follow-up consultation. Return rates for women 
were no longer Significantly higher than for men. But, return rates were Significantly higher 
for older participants (p=0.017), suggesting that FFS was better at retaining older people. 
• In all other respects, at both time points, those who returned for the follow-up did not differ 
from those who did not return (drop outs) in respect of other demographic characteristics 
(ethnicity) or in terms of baseline health-related variables (weight, BMI, blood pressure, 
physical activity status, stage of change, and smoking status). 
Health Status changes between baseline and the 12 week exit MOT 
• Firstly, in the major outcome variable, cholesterol, a statistically significant change was found. 
There was a 14.5% increase in the number of people who attained a desirable cholesterol 
level of 5 mmol/L or below. Only 3 participants who had a cholesterol level of 5 mmol/L or 
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below at baseline increased, while 18 participants whose cholesterol levels were over 5 
mmol/L decreased into the desirable range, this was a statistically significant change 
(p=O.OOl). The mean cholesterol level decreased by 0.28 mmol/L; this decrease is statistically 
significant. This represents a 5.9% reduction in the mean cholesterol level over 12 weeks. 
• There was an 11.9% increase in the number of people who attained a glucose level of 
6mmol/L or below. This was a statistically significant change (p=0.041) with 24 participants 
who had a glucose level of over 6mmol/L at baseline decreasing to a desirable level. The 
mean glucose level decreased by 0.30 mmol/L; this decrease is statistically significant. This is 
a 5.7% reduction in the mean glucose level over 12 weeks. 
• An analysis of the SF-36 found that there was a statistically significant change, in the direction 
of improved health, on 2 of the 8 dimensions; 'bodily pain' (p=0.017) and 'general health 
perception' (p<O.OOl). 
• Statistically significant changes were found in the food choices people were reporting. The 
number of healthy food choices increased (p=0.003) for 44.7% of the participants and the 
number of non-healthy food choices decreased (p<O.OOl) for 40.6% of the participants. 
• No other statistically significant changes were found for the 12 week exit MOTs. A high level 
of missing data in the 12 week follow-up sample for the '7-day activity recall' meant data was 
only available for 60 participants, this small sample size may account of the lack of change 
found. 
Health Status changes between baseline and 6 month follow-up 
• Firstly, in the major outcome variable, cholesterol, a statistically significant change was found. 
There was a 25.8% increase in the number of people who attained a desirable cholesterol 
level of 5mmol/L or below. Only 4 participants who had a cholesterol level of 5 mmol/L or 
below at baseline increased, while 13 participants whose cholesterol levels were over 5 
mmol/L decreased into the desirable range, this was a statistically significant change 
(p=0.012). The mean cholesterol level decreased by 0.634 mmol/L; this decrease is 
statistically significant. This represents a 13.2% reduction in the mean cholesterol level over 
6 months. 
• For the 28 participants who had attended all three sessions, the mean cholesterol level 
decreased by 0.67 mmol/L. This represents a 13.9% reduction in their mean cholesterol level 
over 6 months. 
• There were no statistically significant changes in the participant's glucose levels. 
• An analysis of the SF-36 found a statistically significant change, in the direction of improved 
health, on 1 of the 8 dimensions, 'Role limitation due to physical problems' (p=0.030). 
• A statistically significant change was found in the number of non-healthy food choices 
reported (p=0.002), with 43% of participants reporting a decrease in the number of non-
healthy food choices. There was a 52% increase in the number of people reporting an 
increase in healthy food choices however, this does not represent a significant change 
(p=0.230). 
• A statistically significant improvement (p=0.007) was found in the 'Stage of Change' outcome 
variable with 52% of participants making positive changes in their behaviour and motivation 
towards taking part in physical activity. 
• No other statistically significant changes were found for 6 month follow-up. However, the 
small sample size may account for the lack of other changes found. 
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Findings from the qualitative component of the study 
People who fully participated in the testing, diet changes, exercise increases and follow-up sessions 
were predominantly satisfied with their experiences at Flora Fit Street and identified a range of 
convenient features of the scheme that demonstrated a good 'fit' with their daily lives prior to the 
scheme and their level of motivation and commitment to making healthier changes. 
People who partially participated in the scheme, receiving tests and advice, and making some diet 
changes but not attending exercise classes were predominantly satisfied at their own experiences at 
Fit Street, but identified a less good 'fit' between the scheme and their daily lives and competing time 
commitments. 
People who participated in an introduction to Fit Street but then dropped out of the scheme were 
predominantly unimpressed and uninterested in Fit Street after attending one session, and identified a 
poor 'fit' between the scheme and their preferences and capacity to join an organised scheme. 
People who did not participate in any aspect of Fit Street were predominantly positive about the 
concept of a community healthy living initiative but identified large differences between what such a 
scheme could offer and what would suit their needs and preferences. 
Barriers and facilitators to participation: what made it easier and harder to choose Fit 
Street? 
Work, childcare, studying, old age, lack of knowledge about community venues, fear of travelling 
locally alone, physical disabilities and perceptions of the scheme being inadequate to meet complex 
health needs, or to educate the already health conscious were identified as barriers to participating. 
Community venues, access to free testing outSide of GP surgeries, free classes, discounts for 
activities, health advice, dietary plans and gUidance, individualised information, motivation and 
encouragement from staff, and support through coordinated advice and opportunity to follow the 
advice were all identified as facilitating participation. 
Implications 
Overall, for the participants who stayed with the program, the findings from the quantitative 
component of the study suggest that FFS has had a positive and sustained effect on their health. Most 
Significantly, FFS had a significant and lasting effect on the participant's cholesterol levels. It has been 
shown that a sustained 1% decrease in blood total cholesterol produces about a 2-3% decrease in the 
risk of developing CHD (Tang et al. 1998). So, the 13.2% decrease in cholesterol could be said to 
translate into an overall decrease in the risk of participants developing CHD of between 26.4% and 
39.6%. If this success can be replicated, then the public health implications for a community seem to 
be noteworthy. An initiative like Flora Fit Street can thus provide a useful template as the government 
seeks to meet its community health targets. 
Recommendations for delivering healthy lifestyle community schemes 
Drawing on the results of the qualitative component of the study, a number of recommendations are 
made: 
1. Healthy lifestyle community schemes need to have a broader understanding of convenience in 
terms of times of day and the choice of appropriate venues. Daytime sessions are better for 
the retired and those with school aged children, but evenings are better for those who work 
and do not have younger children that require childcare supervision. People with children 
require childcare facilities or the opportunity to get involved alongside their children. 
2. Venues need to be clearly identifiable, easy to access by public transport and safe walking 
and driving routes, and accessible for a range of physical abilities. 
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3. Services need to offer advice and information to a range of detail and complexity, and provide 
self-developing routes to motivation and encouragement to 'take up and keep up' healthy 
lifestyle changes. 
4. Interventions that are planned to be short term need to build in aftercare style information 
and development as part of the programme, contributing to sustainable healthy changes. 
5. Diet advice may be more accessible for local populations, because it is easier to deliver 
information and integrate guidance into everyday life. Exercise advice may be less well 
adhered to or engaged in, but with appropriate support can generate remarkable changes in 
self-perceptions of fitness and functional ability of participants. 
Reducing inequalities in uptake 
More gender and age specific sessions may help to improve the 'fit' between the potential benefits of 
attending healthy lifestyle initiatives and the perceptions of under-represented groups, and encourage 
men and older people to identify that such schemes are 'for people like me'. 
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1.0 INTRODUCTION 
1.1 Background 
Flora Fit Street (FFS) was a community based heart-health intervention, formed out of a public-private 
partnership between Flora and Clapham Park NDC1. Clapham Park has a population of just over 7000 
and is classed as one of the UK's most deprived estates; it is located in London Borough of Lambeth. 
It is estimated that the number of age-standardised deaths (under 65 year olds) in Lambeth is 14.8% 
higher for men and 5.8% higher for women than the national average (Petersen et al. 2005). 
Launched in June 2004 and lasting for 12 months, the project's aim was to improve the community's 
heart health by seeking to provide the local residents with the information and facilities needed to 
adopt a healthier lifestyle. This consisted of a whole range of activities, information and events based 
around increasing physical activity, improving nutrition and smoking cessation. These events sought 
to include something suitable for everybody at no, or subsidised, cost and within easy access. 
1.2 The health context 
Coronary heart disease is the single largest cause of mortality in the UK, with around one in five men 
and one in six women dying from the disease every year (Petersen et al. 2005). While the risk of 
developing CHD can be genetic and increase with age, it is also well established that the single 
greatest modifiable risk factor that can contribute to its development is elevated levels of total and 
LDL cholesterol (Grundy 1999). Within the UK, 66% of adults over 16 have a blood cholesterol of 5.0 
mmol/L or above (Petersen et al. 2005), the target level set in the National Service Framework for 
CHD. Recent research has suggested that if the UK risk factors, cholesterol combined with smoking, 
could be lowered to equal that of the US or Scandinavia, the amount of deaths from CHD could be 
halved (Unal et al. 2005). It is estimated that smoking causes around 30,600 (18.5%) of CHD related 
deaths in the UK (Petersen et al. 2005). 
The cost of food related ill health to the NHS is calculated to be more than double that of smoking; 
one recent study estimated the cost to be around 6 billion annually (Rayner and Scarborough 2005). 
In the UK as a whole, salt and saturated fat intake is too high and obesity levels continue to rise; the 
rate of obesity among the 16-64 year olds now over 50% higher than a decade ago (DOH 2004). 
This rise, of course, is also linked to physical inactivity. 
Regular physical activity significantly decreases the risk of developing CHD (Petersen et al. 2005, DOH 
2005). Levels of physical activity are in overall decline, with only 37% of men and 24% of women 
meeting recommended daily guidelines. In trying to rectify this, the government, in its recent white 
paper 'Choosing health' (DOH 2004), set out some ambitious targets. It aims to increase the 
percentage of individuals doing 30 minutes of physical activity five days a week to 50% by the year 
2011, and to 70% by the year 2020. 
Demographic and socio-economic factors also play a significant part. Premature death rates caused 
by CHD are over 50% higher in manual workers than non-manual (Petersen et al. 2005), poor diets 
are Significantly more prevalent in men, young people and lower socio-economic groups (Kearney et 
aI., 2005) and it has also been found that it is less likely that people from less advantageous social 
and economic situations will change to a healthier lifestyle (Boniface et al. 2001). 
1 The New Deal for Communities is a government strategy aimed at regenerating the country's most deprived 
neighbourhoods. £2bn has been committed to 39 NDC areas with these communities having around £50m each 
to invest over a lO-year period. 
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1.2.1 Healthy lifestyle choices 
The rise in lifestyle and personal choice health agendas has developed in parallel to the shift in the 
population disease burden from acute communicable diseases to chronic illnesses. Government 
poliCies and targets, such as those outlined in "Choosing Health" place emphasis on lifestyle behaviour 
choices, including physical activity, smoking cessation and food consumption, reducing the burden of 
preventable disease and reducing health inequalities through community action and widening access 
to environments that support making healthy lifestyle choices (DOH 2004). 
Chronic illness is associated with and can be 'promoted' by behaviour choices, and the health 
promotion agenda has largely responded with educational individualised responsibility approaches to 
preventing and reducing the disease burden (Cockerham 2005, Archer 2000). 
However, approaches to promoting healthy choices that are exclusively health advice, in absence of 
consideration of social norms and environmental constraints are "unlikely to produce behaviour 
change" (McNeill et al. 2006). 
Health behaviour choice represents both agency and structure. Agency is an individual's capacity, 
disposition and preference for determining their behaviour; structure is the context, resources and 
social factors that 'contour' such choices (Sibeon 1999). If health behaviour choice is the product of 
choosing (agency) from what is available (structure), health promotion interventions need to consider 
provision of both education to enhance personal agency and shared resources to enhance public 
health structures. 
The emphasis on choosing 'from what is avai/abkf has led some critics to suggest a top-down 
emphasis on the need for structural and social changes is required for effecting individual benefit 
(Cockerham 2005) and avoiding the "upward conflation" of individual determinants of generating 
healthy behaviour choices (Archer 2000). 
1.3 The theoretical context 
Labonte defined community-based interventions as, "the process of health professionals and/or health 
agencies defining the health problem, developing strategies to remedy the problem, involving local 
community members and groups to assist in implementing strategies to resolve the problem" 
(Dobbins and Beyers 1999: 14) . Over the past 20 years the evidence relating to the effectiveness of 
community based health interventions has been mixed. Early large-scale interventions proved 
promising, the 1989 Stanford Five City Project (an American community-based heart health 
programme) was one such example that seemed to set a benchmark other such initiatives have failed 
to reproduce (Verheijden and Fok 2005). This project used a social marketing approach which 
attempts to "influence the voluntary behaviour of members of the target market by offering benefits 
and reducing barriers for the desired behaviour" (Verheijden and Fok 2005: 67). It saw reductions in 
participants' smoking habits as well as other positive health related outcomes, a lowering of blood 
pressure, cholesterol and a slight increase in physical activity (Farquhar et al. 1990) 
Similar large-scale community heart-health programmes since seemed to have had little or no effect 
on physical activity, smoking behaviour, blood pressure, blood cholesterol or weight loss, although 
some more positive effects were seen on dietary habits and behaviours (Verheijden and Fok 2005, 
Dobbins and Beyers 1999). It was also found that these programmes quickly lost their initial 
effectiveness unless they were continually presented as new or exciting (Dobbins and Beyers 1999). 
However, it seems that similar health interventions that have targeted specific neighbourhoods and/or 
high risk groups within a population conSistently shown greater effects (Buttriss et al. 2004, 
Verheijden and Fok 2005, Dobbins and Byers 1999). Moreover, in terms of programmes specifically 
related to increasing physical activity, a recent review found that interventions in community settings 
that targeted individuals "are effective in producing short-term changes in physical activity, and are 
likely to be effective in producing mid-to long-term changes" (Hillsdon et al. 2005: 11). These 
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interventions incorporated three crucial factors. Firstly, their theoretical basis was related to 
behaviour change and tailoring advice to individual needs. Secondly, they promoted physical activity 
of a moderate intensity that was not dependent on facilities, and finally, the individual's contact with 
exercise specialists was ongoing (Hillsdon et al. 2005). However, there are still large gaps in the 
evidence base (Hillsdon et al. 2005, Wanless 2004, Blamey and Mutrie 2004) that relate to the most 
appropriate settings for these interventions, the ideal time-scale, and the amount of contact time to 
assure the best possible results (Blamey and Mutrie 2004). 
Similarly, while there have been far fewer community interventions in the UK based on affecting 
dietary change, the most effective seem to have been those that provided some sort of tailored advice 
or individual counselling (Buttriss et al. 2004, Steptoe et al. 2003, John and Ziebland 2004). This also 
seems to be backed up by evidence from other western countries that found health interventions 
promoting dietary change, in a similar way, albeit different contexts, are proven to be effective 
(Ammerman 2002, Burke 2005, Delichatsios et al. 2001, Pignone et al. 2003). Correspondingly, 
research into the effectiveness of smoking-cessation interventions has shown that high intensity 
interventions and interventions delivered by healthcare professionals offering tailored advice are 
effective (Pisinger 2005, Mojica et al. 2004, Lancaster et al. 2000, EPHPP 2001). 
Successful elements from previous interventions were combined in the construction of FFS. It targeted 
a specific neighbourhood contained within a defined geographical area. Like Stanford, it used a social 
marketing approach. The intervention was based on a behaviour change model, offering several 
opportunities for individuals to have individualised counselling and follow-up from specialists. It also 
used the expertise of a PR company, which promoted its heart-health programme to the community 
as fresh and exciting through a very high profile campaign that included TV coverage, a website and a 
wide range of user friendly information and literature. 
1.4 Objectives 
While there is almost universal consensus amongst health experts that a healthy lifestyle promotes 
heart health, there remains a lack of robust evidence-based research into the effect of programmes 
aiming to achieve such lifestyle changes (Wanless 2004). The purpose of this evaluation is to add to 
the evidence base in the following ways: 
• To evaluate the effects of Flora Fit Street on health-related factors. 
• To measure the reduction of the modifiable risk factors for CHD following the lifestyle 
intervention. 
• To measure changes in attitudes to making lifestyle changes. 
• To contribute to the evidence base for the development of future primary prevention and 
community intervention programmes. 
The evaluation was carried out in two components. The quantitative component examined the 
experience of a sample of 199 people recruited into Flora Fit Street and into the quantitative study. A 
smaller qualitative component explored the perceptions of a smaller purposive sample of participants 
and non-participants. 
1.5 The intervention 
FFS, in conjunction with locally based dietitians, fitness professionals and health service providers 
organised a wide range of health and fitness based activities in the Clapham Park area (see appendix 
II for a description of Flora Fit Street, its origins and the activities included). This included regularly 
holding health promotion events that offered participants the opportunity to have a 'Healthy Heart 
MOT' at a local school or community centre. These were held during the week and at weekends with 
varied opening times making them accessible to as many people as possible. 
These events were widely advertised in the community, each house was leafleted, as well as local 
shopping centres; adverts were also placed in the local newspapers. On arrival for a 'Healthy Heart 
MOT', participants were asked to self-complete a lifestyle and health questionnaire, which included a 
number of validated instruments (see section 2)' assistance was offered to any people who needed it. 
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Arrangements had been made for interpreters to be called on should the need arise, this was not 
found necessary, family members assisted with language in some cases. The questionnaire was then 
used as a basis for a consultation with a Health Consultant, who, following a motivational change 
model, gave participants information and lifestyle advice covering diet, physical activity and smoking 
cessation. Participants were then offered individual 20-minute consultations with a registered Dietician 
and fitness professional. During the following 12 weeks the participants had access to the full 
programme of health and physical fitness activities provided by the Flora Fit Street programme in the 
Clapham Park area (see appendix II). At the end of 12 weeks participants were offered an exit 
'Healthy Heart MOT' where they were retested and given information on the progress they had made. 
All the participants who had consented into the research study were then invited to attend a follow-up 
consultation 3 months after the end of the intervention which repeated the same measures and 
questionnaires. This was to monitor the longer term effects of the intervention. 
1.6 Recruitment into the quantitative component of the study 
Participants for the scientific study were recruited in the last 4 months of the Flora Fit Street Project 
during two 'Healthy Heart MOT' events. If a participant met the criteria for taking part in the study 
(see Appendix I), the health consultant during their initial consultation, would explain the purpose of 
the study and offer people the chance to take part. Those agreeing to participate were given further 
written information, the opportunity to ask questions and a consent form to sign. The GPs of all 
participants were informed that their patients were taking part in the study. A further letter was sent 
to the GPs of those participants whose baseline measurements exceeded the agreed referral levels 
(see appendix III). All participants were informed that they were free to withdraw from the study at 
any stage without further obligation. 
Participants were recruited into the study over the course of two Healthy Heart MOT events. 120 
participants consented to take part in the study at the first event, which was held over between 
Thursday the 3rd and Sunday 6th of February. A further 80 people consented at the second event 
which took place between Thursday 24th and Saturday 26th of February. The 12 week follow-up events 
took place between Thursday 1ih and 14th of May and Friday 20th and 22nd of May. Participants who 
did not return were followed up by local community nurses during the month of June. 
The data for the final follow-up consultation was collected between September and November 2005 
by local community nurses. All the baseline participants were contacted by telephone and invited to 
attend the consultation at a local health centre at a mutually convenient time. 
1.7 Recruitment into the qualitative component of the study 
Recruitment strategies aimed to sample both those who had taken part in FFS (participants) and 
those who had not, but who had been aware of FFS, that is had actively decided not to take part 
(non-participants). As the qualitative study aimed to use a small sample size, consideration was given 
to stratifying the ethnicities included in the following recruitment methods. Reflecting the major ethnic 
groups of the locality, there are two ethnic groups used here: white (White British, White Irish and 
White other) and black (Black British, Black African, Black caribbean and Black other). 
To recruit FFS partiCipants, letters were sent to the people who had consented into the FFS evaluation 
study and according to the FFS administrative records had also arranged a follow-up session. The FFS 
database recorded ethnicity, and only self-reported white or black participants were approached. 
There are many ethnicities in south London and with a small sample size it was considered necessary 
to deliberately sample from only the major ethnicities in the local community. The letter outlined what 
the evaluation was about and invited people to call or email the research team to arrange an 
interview. The response rate was very low (4%). 
Where available in the FFS database, the research team telephoned previous participants to follow-up 
the invitation letters and information, leaving up to two answerphone messages when calls were not 
answered. Some of the previous participants who did answer responded quite negatively, indicating 
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fatigue from participating in a long-term study and disapproval of continuing evaluation when the 
scheme had been concluded. There was also some confusion about the role of the FFS administrative 
team and the independent evaluation team. The response rate remained low, and there was a high 
rate of incomplete or out of date information in the telephone contact details of the previous 
participants (around 15%). 
Finally, follow-up letters were sent approximately 6 weeks after the first letter and with re-drafted 
information and style of presentation, excluding anyone who had already responded that they would 
be unwilling to take part. The response rate remained low, but increased to 10%. 
For non-participants, a leaflet was designed that asked whether they had been aware of FFS but 
decided not to take part, outlining the purpose of the evaluation and the need to include people who 
had declined to join in FFS. With support from CP NDC, these leaflets were distributed at community 
venues throughout Clapham Park. The leaflets invited people to contact the research team directly, or 
to give their contact details to a named representative at CP NDC, who would in turn pass the 
information on to the researchers. After receiving more written information about the evaluation, 
around half of those who had initially shown interest in the study actually took part in interviews. 
All interviewees were offered £20 gift voucher on completion of the interview. 
1.8 Ethics and Research Governance Clearance 
Ethics approval was given by the St Thomas' Hospital Research Ethics Committee, reference 
04/Q0702/141 - 13 January 2005 for the quantitative component and 17 October 2005 fro the 
qualitative component. 
Research governance clearance was given by the Research Support Unit based at Southwark PCT. 
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2.0 EVALUATION DESIGN - The quantitative component 
The quantitative evaluation was carried out using an uncontrolled before and after design. 
Measurements were made at baseline (entry into the Flora Fit Street Programme), 12 weeks after 
entry and to asses longer-term effects, a follow-up assessment was carried out six months after entry, 
i.e. 3 months after the end of the intervention. 
The main quantitative measures used for the evaluation and analysed in the findings are as follows: 
• Cholesterol (primary outcome measure) (fingerprick measured via Roche Accutrend 
GC Machine) 
• Blood Glucose (random fingerprick, as per cholesterol) 
• Blood Pressure (in triplicate) 
• Body Mass Index 
• Smoking 
• Waist Measurement 
• Resting Heart Rate 
• Total amount of energy expended (kcal) per week, calculated from the 'Seven Day 
Activity Recall' (Sallis et al. 1985), a self-report measure that examines how much 
physical activity is undertaken in a typical week. 
• Self-perceived health, using the SF-36 (Ware and Sherbourne 1992). This gives scores on 
8 different dimensions: physical functioning; role limitations due to physical problems; 
pain; social functioning; mental health; role limitations due to emotional problems; 
vitality/energy; general health perceptions. 
• current physical activity status, using a version of the 'Stages of Change', (Prochaska 
1979) 
For a more a detailed explanation of the Visit schedule see Appendix III and the final three measures 
above see Appendix IV. 
2. 1 Statistical Analysis for the quantitative component 
Data was entered into SPSS (version 10). Prior to commencement of analysis, data entry was 
checked through the application of several different procedures. Two-tailed tests with a significance 
level of 0.05 have been used throughout the report. Two-sample t-tests were used to compare 
means for different groups of participants at each stage of the study. A McNemar test was used for 
paired comparison of binary variables such as comparing baseline and 12 week smoking status. 
Association between categorical variables was tested with a chi-squared test. A Wilcoxon signed rank 
test was used if the data was taken from a distribution that did not show normality. 95% confidence 
intervals are presented throughout the report. 
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3.0 BASELINE DEMOGRAPHICS 
This section describes the demographic characteristics of the study sample at baseline, in terms of 
gender, age and ethnicity. It should be noted that no information was collected on occupation or on 
any measures of social class. 
3.1 Gender 
199 people consented to take part in the study, as Table 1 shows, the majority were female (63.3%). 
Table 1: Participants by gender 
Male 
Female 
Total 
3.2 Age 
No. of Participants 
73 
126 
199 
Percentage of PartiCipants 
36.7 
63.3 
100.0 
Table 2 illustrates the age distribution of partiCipants and compares it to the population of Clapham 
Park NDC (Census 2001) as a whole. Using a chi squared goodness of fit test a statistically significant 
difference was found between the age distribution in the study sample and the age distribution of 
Clapham Park NDC (X2=16.02, df = 5, p=0.007). It can be seen that the age groups 30-44 and 45-59 
are over represented, by 4.9% and 5.7% respectively. There is a slight under representation of 
-2.8% in the 25-29 age group, and a larger under representation of -7.7% in the 65+ age group. 
Table 2: Percentage of study participants by age - comparison to Clapham Park NDC 
18-24 
25-29 
30-44 
45-59 
60-64 
65+ 
Total 
% study % Clapham Difference 
14.1 
14.1 
42.7 
21.6 
3.5 
4.0 
100 
Park NDC (% study - % CP NDC) 
14.3 -0.2 
16.9 -2.8 
37.8 4.9 
15.9 5.7 
3.6 -0.1 
11.5 -7.7 
100 
There was no upper age limit for the study, so the percentages shown in Table 2 for Clapham Park 
NDC included all the population 18 and over. In practice, it is unlikely that people in their 80s and 90s 
would consider joining the project. In fact, there was only one participant over the age of 70. If we 
consider the upper age group more realistically as 65-74 we find there is no significant difference 
between the age distribution of the study population and that of Clapham Park NDC (X2=7.45, df=5, 
p=0.19). 
Figure 1 shows the percentage of males and females in each of the different age groups. It can be 
seen that there is larger percentage of women in each category except the 45-59 age group (27.4% 
male, 18.3 % female) and the 65+ age groups (5.5% male, 3.2% female). 
7 
Figure 1: Baseline sample - percentage of participants by age for each gender 
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3.3 Ethnicity 
18-24 25-29 30-44 45-59 
Age Groups 
60-64 65+ 
Gender 
!llJ Male 
DFemale 
Figure 2 illustrates the overall ethnicity of the study participants. Table 3 shows how this breakdown 
compares to the population as a whole in Clapham Park NDC (Census, 2001). Overall, the ethnic mix 
of the study population is a close approximation to the ethnic mix of the population of Clapham Park 
NDC. 
Mssing 
Other 
Chinese 
Other Black 
Black African Vlihite British 
Black Caribbean 
Vlihite Irish 
Bangladeshi Vlihite Other 
Pakistani Vlihite/Black Caribbea 
Indian Vlihite/Black African 
Other Mixed 
Vlihite/Asian 
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Table 3: Baseline sample - participants by ethnicity - comparison to Clapham Park NDC 
Study sample Clapham Park Difference in 
Number % 
White British 72 38.9 
White Irish 3 1.6 
White Other 18 9.72 
White/Black Caribbean 3 1.6 
White/Black African 3 1.6 
White/Asian 3 1.6 
Other Mixed 2 1.1 
Indian 8 4.3 
Pakistani 2 1.1 
Bangladeshi 3 1.6 
Black Caribbean 34 18.4 
Black African 20 10.8 
Other Black 6 3.2 
Chinese 3 1.6 
Other 5 2.7 
Total 185 100 
(Ethnicity is available for 185 of the 199 participants) 
NDC % Percentage 
% 
42 
3.3 
11.0 
2.0 
1.0 
0.8 
1.4 
1.8 
1.7 
0.9 
13.7 
15.8 
2.1 
1.1 
0.7 
100 
-3.1 
-1.7 
-1.28 
-0.4 
+0.6 
+0.8 
-0.3 
+2.5 
-0.6 
+0.7 
+4.7 
-5 
+1.1 
+0.5 
+2.0 
Due to the small numbers represented in some of the ethnic groups, these groups were combined into 
five groups (White, Black, Mixed, Asian and other) before a chi squared goodness of fit test was used 
to see if there was a statistically significant difference between the ethnic breakdown of the study 
sample and what might be expected in Clapham Park NDC, no such difference was found (X2 = 9.05, 
df=4, p=0.06). 
Figure 3 and Table 4 illustrate that there is a statistically significant difference between the ethnicity of 
male and female study participants (X2 = 12.14, df= 2, p=0.002), with a higher proportion of Black 
females (41.7%) than of Black males (17.1 %). Male participants were predominately White. 
Table 4: Baseline sample - participants by gender and ethnicity 
White Black 
Male No. 44 12 
% 62.9 17.1 
Female No. 49 48 
% 42.6 41.7 
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Other 
14 
20 
18 
15.7 
Total 
70 
100 
115 
100 
Figure 3: Baseline sample - participants by ethnicity for each gender 
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4.0 BASELINE HEALTH STATUS 
4.1 Cholesterol 
The mean cholesterol level for the baseline sample was 4.67 mmoljL (SD 0.86). 
Figure 4: Baseline sample - distribution of cholesterol level 
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Figure 5: Baseline sample - cholesterol levels 
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A desirable level of blood total cholesterol is 5.0 mmoljL or below. As Table 5 illustrates, 32.5% of 
the baseline sample had a total blood cholesterol level of over 5.0mmoljL. 
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Table 5: Baseline Sample - cholesterol mmol/L 
Cholesterol Level Number of Participants Percentage of Participants 
5 or below 133 
OverS 64 
Total 197 
67.5 
32.5 
100 
A statistically significant difference is found in the percentage of participants having undesirable 
cholesterol levels by age group (X2 =32.44, df= 5, p<O.OOl). Figure 6 shows how both those with 
acceptable and high levels of cholesterol are spread in age groups. As expected, a high percentage of 
the older age groups had high levels of cholesterol. 
Figure 6: Baseline sample - percentage of participants by age for high and acceptable 
levels of cholesterol 
(l) 
C1 
.l9 
c: (l) 
U 
L.. 
& 
(l) 
15. 
E 
ro 
Vl 
(l) 
.!: 
Qj 
VI 
ro 
IX) 
~~---------------------------------. 
40 
30 
20 
10 Cholesterol mmol/L 
1115 or below 
-....J~""4---L"'""""""'+--'---' Dover 5 
18-24 25-29 30-44 45-59 60-64 65+ 
Age Groups 
A statistically significant association was found between gender and whether or not the cholesterol 
level was above 5 mmol/L (X2 = 4.82, df=l, p=0.028), with a statistically significant higher proportion 
of the males (42.3%) having a cholesterol level above 5 mmol/L compared to the females (26.9%), 
this is illustrated in Figure 7. 
The mean level of cholesterol for males in London and the South East is 5.21 (SD 1.20) (NDNS 2004). 
The mean total of blood cholesterol for male participants in this study was 4.77 mmol/L (SD 0.88 
mmol/L). This is slightly lower than the regional average but is to be expected as people were 
excluded from the study if they were on cholesterol lowering medication. Similarly, the mean total 
blood cholesterol for the female participants (4.61 mmol/L, SD 0.84 mmol/L) is also lower than the 
regional average which is 5.20; again this is to be expected. There is no significant difference in the 
mean cholesterol level for males and females (p=0.212). 
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Figure 7: Baseline sample - percentage of participants by cholesterol levels for each 
gender 
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4.2 BMI 
Figure 8 shows the distribution of BMI in the baseline sample. The mean BMI is 27.4kg/m2 (SD 5.96 
kg/m2). 
Figure 8: Baseline Sample - Histogram showing distribution of BMI 
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A BMI of 25 or over is classed as overweight and a BMI of over 30 of over is classed as obese. The 
majority (60.3%) of the participants were either overweight or obese at baseline. Levels of CHO are 
highest amongst those people who have a BMI in the obese category. Table 6 shows the breakdown 
of the participants by BMI category. 
Table 6: Baseline sample - BMI category of participants 
BMI Category 
Underweight Below 20 
Normal 20-25 
Overweight 25-30 
Obese Over 30 
Total 
No. 
8 
71 
70 
50 
199 
0/0 
4.0 
35.7 
35.2 
25.1 
100.0 
Table 7 and Figure 9 illustrate, 68.5% of the males were either overweight or obese compared to 
55.5% of the females. It is estimated that 22% of men and 23% of women in the UK are currently 
obese, and figures from our sample show that 24.7% of men and 25.4% of women were in the obese 
category at baseline, which is higher than the national average. 
T bl 7 BMI b d b b r a e . )ygen er - Num er at ase me sample . 
Underweight/Normal Overweight/ obese 
Male 23 50 
Female 56 70 
Figure 9: Baseline Sample - participants by BMI category for each gender 
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Compared to the mean BMI for males in the UK which is 27.2 kg/m2, the mean BMI of this male 
sample is slightly higher at 27.49 kg/m2 (SO 4.28 kg/m2). For women, the mean BMI in the UK is 
lower than the males at 26.4 kg/m2 (NONS 2004) and our sample of females is also slightly lower than 
the males at 27.38 kg/m2 (SO 6.78 kg/m2) but higher than the national average. 
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4.3 Smoking 
It is estimated that in the UK 26% of people smoke, 25% of women and 27% of men (DOH 2004). 
As Table 8 illustrates, the percentage of smokers in the baseline sample (26.5%) is about the same as 
the national average. However, the percentage of male smokers in the baseline sample (31.4%) is 
higher than the national average and the percentage of female smokers (22.2%) is lower than the 
national average. 
Ta bl k' b r e 8: Smo mg preva ence - ase me sample 
No. (%) No. (%) Total 
Male smokers 23 (31.5%) 50 (68.5%) 73 (100%) 
Female smokers 28 (22.2) 98 (77.8%) 126 (100%) 
Total 51 (25.6%) 148 (74.4) 199 (100%) 
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5.0 12 WEEK FOLLOW-UP - COMPARISON OF ATTENDERS AND NON-ATTENDERS 
Of the 199 people who consented to take part in the study, 111 (56%) returned for their 12 week 
follow-up. 
A comparison of the demographic and baseline characteristics of those who decided to attend the 12 
week follow-up and those who did not was conducted to see if there were any statistically significant 
differences between those who returned for follow-up and those who did not. 
A chi-squared test (X2 = 5.23, df=l, p=0.022) shows there is an association between gender and 
those who returned for their 12 week follow-up session. As Table 9 and 10 illustrate the proportion of 
women returning is much greater than the proportion of men, 45.2% of males returned and 61.9% of 
females returned. At 12 weeks 70.3% of the attendees were women. The percentage of men 
decreased from 36.7% in the baseline sample to 29.7% of the sample at the 12 week point. 
Table 9: 12 week follow-up sample - attendance by gender 
Male 
Female 
Total 
No. % 
33 29.7 
78 70.3 
111 100.0 
Table 10: Attendance at baseline and 12 weeks by gender 
% Male % Female Total 
Those who did not attend at 12 weeks (n=88) 45.5 54.5 100% 
Those who did attend at 12 weeks (n=111) 29.7 70.3 100% 
The other factors examined were weight, BMI, blood pressure, physical activity status, stage of 
change, age, ethnicity and smoking status. No statistically significant differences were found between 
those who attended the follow-up consultation and those who did not. 
Table 11 illustrates the percentage of people who attended the 12 week follow-up consultation by 
age. Although no significant difference was found, it can be seen that the proportion of older people 
returning is greater than the proportion of younger people. 86% of those aged 60 or over returned 
and 48% of those aged up to 29 returned. 
Table 11: 12 week follow-up sample - number of those who returned by age 
Age Groups 
Did not attend 
Attended 
18-24 
15 
13 
25-29 
14 
14 
30-44 
36 
49 
45-59 
21 
22 
60-64 
1 
6 
65+ 
1 
7 
Total 
88 
111 
Table 12 illustrates the number of people who attended the 12 week month follow-up consultation by 
ethnicity. The proportion of White participants amongst the attendees is 46.3%, lower than the 
proportion of White partiCipants among the non-attendees 55.8% and the proportion of the White 
participants in the baseline sample 50.2%. The proportion amongst Black attendees at 12 weeks is 
35.2%, higher than the proportion amongst the non-attendees 28.6% at 12 weeks and the proportion 
of Black partiCipants in the baseline sample 32.4%. The differences were not statistically significant. 
Table 12: 12 week follow-up sample - number of those who returned by ethnicity 
Ethnic Groups White 
Did not attend 43 
Attended 50 
Mixed 
4 
7 
Asian 
5 
8 
Black 
22 
38 
Chinese 
1 
2 
Other 
2 
3 
Total 
77 
108 
In conclusion, with the exception of gender, the people who returned for the follow-up MOT were 
similar to those who dropped out in terms of other demographic characteristics and values for health-
related variables at baseline. It is therefore reasonable to suppose that the people who completed 
their 12 week follow-up are representative of the sample originally recruited. 
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6.0 HEALTH STATUS CHANGES BETWEEN BASELINE AND 12 WEEKS 
6.1 Cholesterol 
12 week and baseline cholesterol values were available for 110 participants. These results are based 
on those 110 people. The mean level at baseline was 4.69 mmol/L (SO 0.90 mmol/L) and the mean 
level at 12 weeks was 4.42 mmol/L (SO 0.77 mmol/L). 
A paired sample two-tailed t-test was used to analyse change in the mean cholesterol levels between 
baseline and 12 weeks. A statistically significant difference is found (p<O.OOl). 
There was a reduction in mean cholesterol level of 0.28 mmol/L (SO 0.70 mmol/L), the 95% 
confidence interval for the mean change is 0.15 mmol/L to 0.41 mmol/L. This is a 5.9% reduction in 
the mean cholesterol mmol/L level over 12 weeks. 
Figure 10: Boxplot showing spread of cholesterol mmol/L at baseline and 12 weeks 
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It is clear from the boxplot in Figure 10 that the median cholesterol level has decreased, the median is 
lower at 12 weeks than at the baseline and there is also a smaller spread. However to see how 
individuals have been affected we need to consider individual changes. 
Figure 11 shows a boxplot of the changes in cholesterol, a positive value for change indicates an 
improvement since it implies that the 12 week value is lower than the baseline value. Thus, all those 
whose change in cholesterol shows as above zero have improved. Since the median is above zero this 
shows that more than half have improved their cholesterol, a few (n=18) have improved (reduced 
their cholesterol) by over 1mmol/L. 
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Figure 11: Boxplot showing change in cholesterol mmol/L between baseline and 12 
weeks 
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A desirable level of blood total cholesterol is 5.0 mmol/L or lower (NDNS 2004). As Table 13 illustrates 
there was an increase in the percentage of people who attained a cholesterol level of 5 or below, from 
66.4% at baseline to 80.9% at 12 weeks. 
Table 13: Cholesterol, mmol/L, at baseline and 12 weeks 
5 mmol/L or below 
Over 5 
Total 
Baseline Twelve weeks 
Number of participants Number of participants 
(0/0) (0/0) 
73 (66.4%) 89 (80.9%) 
37 (33.6%) 21 (19.1%) 
110 110 
As illustrated in Table 14, this was a statistically significant change (p=O.OOl using a McNemar Test). 
Table 14 also shows that only 3 of the participants who had a cholesterol level of 5 mmol/L or below 
at baseline had increased their level at 12 weeks, while 18 participants whose cholesterol levels were 
over 5mmol/L at baseline decreased into the desirable range. 
T bl a f II b r e 14: Comparison 0 participants cholestero eve at ase me an d 12 wee ks 
12 week Total 
5 mmol/L or Below Over 5 mmoljL 
Baseline 5 mmoljL or Below 70 3 73 
Over 5 mmol/L 19 18 37 
Total 89 21 110 
6.2 Glucose 
12 week and baseline glucose levels were available for 109 participants. These results are based on 
those 109 participants. The mean glucose level at baseline was 5.22 mmol/L (SD 1.29 mmol/L) and 
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the mean level at 12 weeks was 4.92 mmol/L (SD 1.09 mmol/L). 
A paired sample two-tailed t-test was used to analyse mean change in glucose levels between 
baseline and 12 weeks. A statistically significant difference is found (p=0.026). 
The mean change was 0.30 mmol/L (SD 1.38 mmol/L), the 95% confidence interval for the mean 
change is 0.037 mmol/L to 0.56 mmol/L. This is a 5.7% reduction in the mean glucose level over 12 
weeks. 
Figure 12: Boxplot showing spread of glucose mmol/L at baseline and 12 weeks 
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It is clear from the boxplot in Figure 12 that the median glucose level has decreased, the median is 
lower at 12 weeks than at the baseline and there is also a smaller spread. However to see how 
individuals have been affected we need to consider individual changes. 
Figure 13 shows a boxplot of the changes in glucose, a positive value for change indicates an 
improvement since it implies that the 12 week value is lower than the baseline value. Thus, all those 
whose change in glucose shows as above zero have improved. 
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Figure 13: Boxplot showing change in glucose mmol/L between baseline and 12 weeks 
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The percentage of participants who attained a glucose level of 6mmol/L or below rose, from 72.5% at 
baseline to 84.4% at 12 weeks. This is illustrated in Table 15. 
Table 15: Glucose levels, mmol/L, at baseline and twelve weeks 
6 mmol/L or below 
Over 6 mmol/L 
Total 
Baseline 
Number of 
participants (%) 
79 (72 .5%) 
30 (27.5%) 
109 
Twelve weeks 
Number of participants 
(%) 
92 (84.4%) 
17 (15 .6%) 
109 
Table 16 shows this was a statistically significant change (p=0.041 using a McNemar Test). The table 
also shows that 24 participants who had a glucose level of over 6mmol/L at baseline had decreased by 
12 weeks. 
Ta bl e 16: Comparison of participants' glucose levels at baseline and 12 weeks 
12 week Total 
6 mmol/L or Below Over 6 mmol/L 
Baseline 6 mmol/L or Below 68 11 79 
Over 6 mmol/L 24 6 30 
Total 92 17 109 
6.3 SF-36 
Paired sample t-tests were used to explore the 8 health dimension scores. Scores on each dimension 
range from 0 to 100, on each dimension a higher number indicates a better state of health. As Table 
17 illustrates a statistically significant difference (improvement in health) is found in 2 of the 8 
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dimensions, 'bodily pain' (p=0.017) and 'general health perception' (p<O.OOl). The other 6 
dimensions, showed small but non-significant increases. The full set of dimension scores are detailed 
in Table 17. 
Table 17: SF-36 Dimension Scores - 12 weeks 
Mean (sd) Mean (sd) Mean Change P-value 
Baseline 12 weeks (95% Confidence Paired t-
df interva!l test 
Physical Function 81 86.58 (20.41) 86.10 (22.51) -0.49 (-5.18, 4.20) 0.837 
Role Limitation due to 84 82.2 (32.59) 89.41 (25.99) 7.24 (-0.13, 14.60) 0.054 
Physical Problems 
Role Limitation due to 92 82.08 (32.06) 86.37 (29.59) 4.30 (-2.66, 11.26) 0.223 
Emotional Problems 
Social Functioning 93 85.70 (21.10) 88.3 (20.9) 2.56 (-2.00, 7.18) 0.266 
Mental Health 94 73.11 (18.58) 75.87 (16.76) 2.77 (-0.23,5.76) 0.070 
Energy Vitality 97 61.17 (18.4) 63.9 (17.5) 2.8 (-0.27,5.9) 0.074 
Bodily Pain 98 74.97 80.92 (24.07) 5.96 (1.11, 10.81) 0.017 
(26.87) 
General Health 95 70.26 75.56 (19.05) 5.30 (2.54, 8.06) <0.001 
Perception (18.38) 
(items in bold are statistically significant at the 0.05 level) 
6.4 Food Choices 
Participants were asked about their food choices. There were 10 possible items relating to cooking 
and eating. Participants were asked whether they: rarely, sometimes or always chose to do them 
(see Appendix IV). Paired sample t-tests or Wilcoxon Signed Rank Test were then used to analyse 
changes in the number of healthy and non-healthy food choices participants reported at baseline and 
12 weeks. 
Healthy Food Choices 
Healthy food choice data was available for 103 participants at both time points. As Table 18 
illustrates 44.7% of participants increased their number of healthy food choices by one or more, 
25.2% remained unchanged and only 8.7% decreased by more than one. The mean number of 
healthy food choices of those who participated was 3.21 at baseline and 3.77 at 12 weeks. This 
represents a statistically significant change in the mean number of healthy food choices (p=0.003, 
using t-test). 
h Table 18: C ange In num ero ea t 1Y 00 c olces b fh Ih t: d h· b etween baseline and 12 weeks 
No. of Participants 
Decreased by more than 1 9 
Decreased by 1 22 
No chanqe 26 
Increased by 1 21 
Increased by more than 1 25 
Total 103 
Non-healthy Food Choices 
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Non-healthy food choice data was available for 101 participants at both time points. As Table 19 
illustrates 40.6 % of participants decreased the number of non-healthy food choices by one or more 
from baseline to 6 months, 47% remained unchanged and only 2% increased their number of non-
healthy food choices by more than one. A statistically significant change (decrease) was found in the 
number of people reporting non-healthy food choices (p<O.OOl, using Wilcoxon Signed Rank Test). 
T bl 19 Ch b f h Ithfi dh" b tween baseline and 12 weeks a e 
· 
ange In num ero non- ea IY 00 C olces e 
· No. of Participants 
Decreased by more than 1 14 
Decreased by 1 27 
No change 48 
Increased by 1 10 
Increased by more than 1 2 
Total 101 
6.5 Stage of Change 
'Stage of Change' data for both time points was available for 90 of the participants. A two-tailed sign 
test was used to see if there is a statistically significant difference between the baseline and 6 month 
'Stage of Change' responses. The sign test indicated that there was not a statistically significant 
change (p=0.391) with the majority, 45.6% having made no change. 
T bl 20 Sta f h 12 k a e 
· 
Igeo c ange at wee s 
· Number of Participants Percentage of Participants 
Negative Difference 21 23.3 
Positive Difference 28 31.1 
No change 41 45.6 
Total 90 100 
6.6 Seven Day Activity Recall 
12 week and baseline seven day activity recall data was available for 60 participants (30.2%). The 
participants were asked about the amount of time (measured in minutes, over the previous seven day 
period) they had spent on different types of physical activity. The total amount of minutes, 
(categorised into different types of physical activity) is then converted into energy expenditure (in kcal 
per week, for a fuller explanation see Appendix IV). 
The mean energy expenditure for the 60 partiCipants at baseline was 2624.30 kcal/week (SO 2000.81 
kcal/week) and at 12 weeks was 3134.11 kcal/week (SO 2544.45 kcal/week). The mean change (12 
week minus baseline) was 509.81 kcal/week (SO 2391.73 kcal/week), the 95% confidence interval for 
the mean change is -108.04 kcal/week to 1127.66 kcal/week. The difference in the reported energy 
expenditure between the baseline and 12 week consultations is not statistically significant (p=0.104). 
6.7 Smoking 
Individuals' smoking habits were compared at baseline and 12 weeks, no statistically significant 
changes were found (p=0.625 using McNemar Test). Table 21 illustrates the results. 
T bl 21 C f rt"" ts k" h b"ts t b r d 12 ks a e . ompanson 0 pa IClpan smo Ing a I a ase Ine an wee . 
Smoking status at 12 Total 
weeks 
Yes No 
Smoking status at Yes 22 1 23 
baseline No 3 85 88 
22 
I Total 2S 86 111 
6.8 Lifestyle Changes 
At both consultations, participants were asked if they would like to make changes to their lifestyle, 
103 participants responded to this question at both time points. Table 22 shows that 84.5% wanted to 
make changes at baseline and 83.5% at 6 months. 
bl 22 P f h h Id I"k k h heir lifestyle Ta e . ercentage 0 t ose w 0 WOU I e to ma e c anges to t . 
% at Baseline 0/0 at 12 weeks 
Yes 84.5 83.5 
No 15.5 16.5 
Total 100 100 
Table 23 illustrates that 75.7% of participants said yes at both time points and 7.8% said no at both 
time pOints. The table also shows that 9 participants who initially said yes had changed their mind by 
12 weeks and 8 participants who said no initially had decided by 12 weeks that they should change. 
No statistically significant difference (p=1.00 using McNemar Test) was found. 
Table 23: Comparison of the number of participants wanting to make lifestyle changes at 
baseline and 12 weeks 
12 week Total 
Yes No 
Baseline Yes 78 9 87 
No 8 8 16 
Total 87 17 103 
6.9 Other Tests 
Tests carried out to investigate changes in other outcome variables are shown in Table 24. Weight, 
Body Mass Index, Systolic Blood Pressure and Waist Measurement all show a small but non-Significant 
decrease. Resting Heart Rate and Diastolic Blood Pressure have a small but non-Significant increase. 
Table 24: Other test results at 12 weeks 
df Mean (sd) Mean (sd) Mean Change P-value 
Baseline 12 weeks (95% Confidence Paired 
interval) t-test 
Resting Heart Rate 107 69.70 (9.96) 70.86(10.75) 1.16 (-0.88,3.20) 0.263 
Weight 109 76.79 (18.17) 76.37 (17.72) -0.42 (-0.90 0.07) 0.092 
Body Mass Index 108 27.64 (5.95) 27.51 (5.81) -0.14 (-0.31 0.03) 0.115 
Blood Pressure Diastolic 110 78.03 (10.50) 78.13 (10.35) 0.10 (-1.32 1.52) 0.890 
Blood Pressure Systolic 110 124.09 (17.85) 122.67 (16.93) -1.42 (-3.98 1.14) 0.273 
Waist Measurement 97 89.30 J14.71) 88.51(14.15) -0.79 (-1.89 0.30) 0.154 
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7.06 MONTH FOLLOW-UP - COMPARISON OF ATTENDERS AND NON-ATTENDERS 
Of the 199 people who consented to take part in the study, 35 (17.6%) returned for their 6 month 
follow-up, and 28 (14.1 %) participants attended all three time pOints. 
A comparison of the demographic and baseline health characteristics of those who decided to attend 
the 6 month follow-up was conducted to see if there were any statistically significant differences 
between those who returned for follow-up and those who did not. 
As Table 25 and 26 illustrate, no association (p=0.273) was found between gender and those who 
returned for the 6 month follow-up session. At baseline, 36.7% of the sample was male. Of those who 
attended the 6 month follow-up 28.6% were male. 
Table 25: 6 month follow-up sample - attendance by gender 
Male 
Female 
Total 
No. 0/0 
10 28.6 
25 71.4 
35 100.0 
Table 26: Attendance at baseline and 6 months by gender 
% Male % Female Total 
Those who did not attend at 6 months (n=164) 38.4 61.6 100% 
Those who did attend at 6 months (n=35) 28.6 71.4 100% 
Table 27 shows age of the participants who returned at 6 months and those who did not. 
Table 27: 6 Month follow-up sample - number of those who returned by age 
Age Groups 
Did not attend 
Attended 
18-24 
26 
2 
25-34 
43 
7 
35-44 
51 
12 
45-54 
24 
6 
55-64 
16 
4 
65+ 
4 
4 
Total 
164 
35 
A Mann-Whitney test (p=0.017) shows there is a strong association between the age and those who 
returned for their 6 month follow-up session. This suggests that the programme has been more 
successful at retaining the older people. 
The other factors examined were, weight, BMI, blood pressure, cholesterol, glucose, stage of change, 
physical activity level and smoking status. No statistically significant differences were found in the 
baseline values between those who attended the final consultation and those who did not. 
Table 28 illustrates the number of people who attended the 6 month follow-up consultation by 
ethnicity. The proportion of White people amongst the attendees is 50.0%, very similar to the 
proportion amongst the non-attendees 50.3% and the proportion of White participants in the baseline 
sample 50.3%. Similarly, the proportion of Black attendees, at 6 months is 26.5%, similar to the 
proportion amongst the non-attendees 33.8% at 6 months and the proportion of Black participants in 
the baseline sample 32.4%. 
Table 28: 6 Month follow-up sample - number of those who returned by ethnicity 
Ethnic Groups 
Did not attend 
Attended 
White 
76 
17 
Mixed 
10 
1 
Asian 
8 
5 
Black 
51 
9 
Chinese Other 
2 4 
1 1 
Total 
151 
34 
In conclusion, with the exception of age, the people who returned for the 6 month follow-up 
consultation were similar to those who dropped out in terms of other demographic characteristics and 
values for health related variables at baseline. It is therefore reasonable to suppose that, while the 
people who completed their 6 month consultation maybe small in number, they are representative of 
the sample originally recruited. 
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8.0 HEALTH STATUS CHANGES BETWEEN BASELINE AND 6 MONTHS 
8.1 Cholesterol 
Six-month and baseline cholesterol values were available for 35 participants. These results are based 
on those 35 people. The mean cholesterol level at baseline was 4.79 mmol/L (SO 0.84 mmol/L) and 
the mean level at 6 months was 4.16 mmol/L (SO 0.60 mmol/L). 
A paired sample two-tailed t-test was used to analyse mean change in the cholesterol levels between 
baseline and 6 months. A statistically significant difference is found (p< 0.001). 
The mean change is 0.634 mmol/L (SO 0.93 mmol/L), the 95% confidence interval for the mean 
change is 0.31 mmol/L to 0.95 mmol/L. This represents a 13.2% reduction in the mean cholesterol 
level over the 6 month period. 
Figure 14: Boxplot showing spread of cholesterol mmol/L at baseline and 6 months 
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It is clear from the boxplot in Figure 14 that the mean cholesterol level has decreased for this group 
as a whole, the median is lower at 6 months than at baseline and there is also a smaller spread. 
However, to see how individuals have been affected we need to consider individual changes. 
Figure 15 shows a boxplot of the changes in cholesterol, a positive value in the boxplot indicates an 
improvement since it implies that the 6 month value is lower than the baseline value. Thus, all those 
whose change in cholesterol shows as above zero have improved. Since the lower quartile is above 
zero this shows that 75% of those who returned at 6 months have improved and 37% have improved 
by over 1mmol/L. 
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Figure 15: Boxplot showing change in cholesterol mmol/L between baseline and 6 
months 
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As Table 29 illustrates, there was an increase in the number of participants who attained a cholesterol 
level of 5 or below, from 22 (62.8%) at baseline to 31 (88.6%) at 6 months. 
Table 29: Cholesterol, mmol/L, at baseline and 6 months 
Baseline 
5 mmol/L or below 
Over 5 mmol/L 
Total 
Number of participants 
(%) 
22 (62.8) 
13 (37.2) 
35 
6 months 
Number of participants 
(%) 
31 (88.6) 
4(11.4) 
35 
As illustrated in Table 30, this is a statistically significant change (p = 0.012) using a McNemar Test, 
with 76.9% of those who were above Smmol/L at baseline being below 5mmol/L at 6 months. 
Ta bl 3 e f 0: Comparison 0 participants' cholesterol at baseline and 6 months 
6 month Total 
5 mmol/L or below Over 5 mmol/L 
Baseline Smmol/L or below 21 1 22 
Over 5 mmol/L 10 3 13 
Total 31 4 35 
For the three time pOints we have cholesterol values available for 28 partiCipants. Figure 16 illustrates 
the reductions in cholesterol over the 6 month period. 
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Figure 16: Boxplot showing spread of cholesterol mmol/L at baseline, 12 weeks and 6 
months 
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It is clear from the boxplot in Figure 16 that the mean cholesterol level has decreased over the 6 
months for this group as a whole, the median is lower at 12 weeks and then lower again at 6 months. 
At each successive time pOint the spread gets smaller. The mean level at baseline was 4.82 mmoljL 
(SO 0.84 mmol/L) at 12 weeks was 4.55 mmoljL (SO 0.66 mmoljL) and 6 months was 4.15 mmoljL 
(SO 0.63 mmoIjL). 
Using analysis of variance to compare the mean level of cholesterol at the three time points indicates 
the means are significantly different (p=0.003). Exploring pair wise differences with t-tests we find 
the reduction is not statistically significant between baseline and 12 weeks but there is a significant 
reduction from 12 weeks to 6 months. The details of the paired t-test comparisons are as follows. 
The mean change between baseline and 12 weeks is 0.27 mmoljL (SO 0.82 mmoIjL), the 95% 
confidence interval for the mean change is -0.047 mmoljL to 0.59 mmol/L. This represents a 5.6% 
reduction in the mean cholesterol level. No statistically significant difference was found (p=0.092). 
The mean change between 12 weeks and 6 months is 0.40 mmoljL (SO 0.75 mmoIjL), the 95% 
confidence interval for the mean change is 0.11 mmoljL to 0.69 mmoljL. This represents an 8.8% 
reduction in the mean cholesterol level and a statistically significant difference (p=0.009). 
The mean change between baseline and 6 months is 0.67 mmoljL (SO 0.97 mmoIjL), the 95% 
confidence interval for the mean change is 0.30 mmoljL to 1.05mmoljL. This represents a 13.9% 
reduction in the mean cholesterol level for this group over the 6 month period and a statistically 
significant difference (p=O.OOl). 
The t-tests and boxplot (Figure 16) illustrate that the mean cholesterol level has continued to 
decrease with the greatest reduction being in the final 3 months. 
8.2 Glucose 
Six month and baseline glucose levels were available for 23 participants. These results are based on 
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those 23 participants. The mean glucose level at baseline was 5.07 mmol/L (SO 0.95 mmol/L) and the 
mean level at 6 months was 4.6 mmol/L (SO 2.13 mmol/L). 
A paired sample two-tailed t-test was used to analyse mean change in glucose levels between 
baseline and 6 months. A statistically significant difference was NOT found (p=0.280). 
The mean change is 0.47 mmol/L (SO 2.05 mmol/L), the 95% confidence interval for the mean 
change is -0.41 mmol/L to 1.36 mmol/L. Whilst this represents a 9.3% reduction in the mean glucose 
level over 6 months, it is not a statistically significant change. 
Figure 17: Boxplot showing spread of glucose mmol/L at baseline and 6 months 
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Although the change was not significant it is clear from the boxplot in Figure 17 that the median 
glucose level has decreased, the median is lower at 6 months than at baseline. 
Figure 18 shows a boxplot of the changes in glucose, a positive value in the boxplot indicates an 
improvement since it implies that the 6 month value is lower than the baseline value. Thus, all those 
whose change in glucose shows as above zero have improved. 
28 
Figure 18: Boxplot showing change in glucose mmol/L between baseline and 6 months 
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The number of participants who attained a glucose level of 6mmoljL or below increased by 1, this is 
illustrated in Table 32. 
Table 31: Glucose levels, mmol/L, at baseline and 6 months 
6 mmoljL or below 
Over 6 mmoljL 
Total 
Baseline 
Number of Participants 
(%) 
19 (82.6%) 
4 (17.4%) 
23 
6 months 
Number of Participants 
(%) 
20 (87.0%) 
3 (13.0%) 
23 
T bl 32 C f rt"" ts' I a e : omparlson 0 pa IClpan gl ucose eve s a tb r ase mean d 6 M ths on 
6 Months Total 
6 mmoljL or below Over 6 mmoljL 
Baseline 6 mmol/L or below 17 3 20 
Over 6 mmoljL 2 1 3 
Total 19 4 23 
8.3 SF-36 
Paired sample t-tests were used to explore the 8 health dimension scores. Scores on each dimension 
range from 0 to 100, on each dimension a higher number indicates a better state of health. As Table 
33 illustrates a statistically significant difference (improvement in health) is found in 1 of the 8 
dimensions: 'role limitation due to physical problems'. The full set of dimension scores are detailed in 
Table 33. 
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Table 33' SF-36 Dimension Scores . 
Mean (sd) Mean (sd) Mean Change P-value 
Baseline 6 months (95% Confidence Paired 
df interval) t-test 
Physical Function 23 85.2 (22.1) 82.5 (27.0) -2.71 (-11.06, 5.64) 0.509 
*Role Limitation due 28 75.0 (34.1) 86.2 (28.8) 11.21 (1.17, 0.030 to Phvsical Problems 21.24) 
Role Limitation due to 29 86.7 (28.5) 83.3 (33.6) -3.34 (-15.28,8.60) 0.572 Emotional Problems 
Social Functioning 30 86.0 (22.8) 83.2(23.5) -2.86 (-11.08, 5.35) 0.482 
Mental Health 30 71.6 (17.4) 74.3 (16.7) 2.71 (-2.56, 7.98) 0.302 
Energy /Vitality 31 61.1 (16.6) 62.8 (17.9) 1.71 (-4.12, 7.56) 0.553 
Bodily Pain 30 66.7 (29.8) 73.1 (29.8) 6.46 (-2.39, 15.31) 0.147 
General Health 
Perceptions 29 66.3 (19.3) 68.9 (19.7) 2.57 (-3.24, 8.37) 0.374 
(*item in bold is statistically significant at the 0.05 level) 
8.4 Food Choices 
Participants were asked about their food choices. There were 10 possible items relating to cooking 
and eating. PartiCipants were asked whether they: rarely, sometimes or always chose to do them 
(see Appendix IV). Paired sample t-tests were then used to analyse changes in the number of healthy 
and non-healthy food choices participants reported at baseline and 6 months. 
8.4.1 Healthy Food Choices 
As Table 34 illustrates, 52% of people increased the number of healthy food choices they made, 19% 
remained unchanged, and 19% decreased their number of healthy food choices by more than one. 
The mean number of healthy food choices of those who partiCipated was 3.65 at baseline and 4.26 at 
6 months. The change in the number of healthy food choices is shown in Figure 19. This does not 
represent a statistically significant change (p=0.191, using at-test). 
T bl 34 Ch a e : ange In num b fh I h Ii d h' b ero ea t IV 00 C olces etween baseline and 6 months 
No. of Participants 
Decreased by more than 1 6 
Decreased by 1 3 
No change 6 
Increased by 1 5 
Increased by more than 1 11 
Total 31 
30 
Figure 19: Change in number of healthy food choices from baseline to 6 months 
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8.4.2 Non-healthy Food Choices 
As Table 35 illustrates, 43 % of participants decreased the number of non-healthy food choices they 
made by one or more, 53% remained unchanged, and only 1 person (3.3%) increased by 1 their 
number of non-healthy food choices. The change in number of non-healthy food choices is shown in 
Figure 20 (a positive change represents an improvement - i.e. a decrease in number of non-healthy 
food choices), this distribution is skewed so a non-parametric test is used here. A statistically 
significant change (decrease) was found in the number of non-healthy food choices reported by 
participants (p=0.002 using Wilcoxon Signed Rank Test). 
T bl 35 Ch a e : ange In num b f er 0 non-h Ith I d h . ea lY 00 C olces b tween baseline and 6 months e 
No. of Participants 
Decreased by more than 1 3 
Decreased by 1 10 
No change 16 
Increased by 1 1 
Increased by more than 1 0 
Total 30 
31 
Figure 20: Change in number of non-healthy food choices from baseline to 6 months 
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8.5 Stage of Change 
'Stage of Change' data for both time points was available for 25 of the participants. A two-tailed sign 
test was used to see if there is a statistically significant difference between the baseline and 6 month 
'Stage of Change' responses. The sign test indicated that there is a statistically significant change 
(p=0.007) with 13 participants making positive changes (52.0%) and this is illustrated in Table 36. 
T bl 36 Sta f Ch a e : Ige 0 ange 
Number of PartiCipants Percentage of Participants 
Negative Difference 2 8.0 
Positive Difference 13 52.0 
No change 10 40.0 
Total 25 100 
8.6 Seven Day Activity Recall 
Six month and baseline seven day activity data is available for 28 partiCipants, the partiCipants were 
asked about the amount of time (measured in minutes) over the previous seven day period they spent 
on different types of physical activity. The total amount of minutes, categorised into different types of 
physical activity, is then converted into calorific expenditure (kcal) per week (for a fuller explanation 
see Appendix IV). 
The mean amount of calorific expenditure for the 28 partiCipants at baseline was 2271.03 kcal/week 
(SO 1910.36 kcal/week) and the mean amount at 6 months was 3592.92 kcal/week (SO 4822.17 
kcal/week). The mean change (6 month minus baseline) is 1321.89 kcal/week (SO 5042.99 
kcal/week), the 95% confidence interval for the mean change is -633.58 kcal/week to 3277.36 
kcal/week. The difference in the reported energy expenditure between the baseline and 6 month 
consultations (p=O.l77) is not statistically significant. 
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8.7 Smoking 
Individuals' smoking habits were compared at baseline and 6 months, no statistically significant 
changes were found (p = 1.00 using a McNemar Test). Table 37 illustrates the results. 
Ta bl 37 C e : f ompanson opartlclpan ts k" h b"ts b I" smo I~ a I at ase me an d6 mont hs 
Smoking status at 6 Total 
Months 
Yes No 
Smoking status at Yes 4 1 5 
baseline No 1 28 29 
Total 5 29 34 
8.8 Lifestyle Changes 
At both consultations participants were asked if they would like to make changes to their lifestyle. 
Table 38 shows that 28 (80%) participants wanted to make changes at baseline and 27 (77%) at 6 
months, although 5 people who had answered the question at baseline failed to do so at 6 months. 
T bl 38 N b fth a e : um ero h osew owou Id I"k t k h t th " I"festyle leo ma e C anges 0 elr I 
Number at Baseline (%) Number at 6 Months J.0/C!l 
Yes 28 (80.0%) 27 (77.1%1 
No 7 (20.0%) 3 (8.6%) 
Missinq 5 (14.3°/~ 
Total 35 30 
Table 39 illustrates that 22 participants said yes at both time points and nobody said no at both time 
points. No statistically significant difference (p=0.727 using McNemar Test) was found. 
Table 39: Comparison of the number of participants wanting to make lifestyle changes at 
baseline and 6 months 
6 month Total 
Yes No 
Baseline Yes 22 3 25 
No 5 0 5 
Total 27 3 30 
8.9 Other Tests 
Tests carried out to investigate changes in other outcome variables are shown in Table 40. Weight, 
Body Mass Index (BMI), Waist Measurement, Systolic and Diastolic Blood Pressure all show a small 
but non-significant decrease. Resting heart rate has a small but non-significant increase. 
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Table 40: Other test results 
df Mean (sd) Mean (sd) Mean Change P-value 
Baseline 6 Months (95% Confidence Paired 
interval) t-test 
Resting Heart Rate 31 71.71 (11.08) 76.53(14.01) 4.81 (-0.47 10.10) 0.073 
Weight 34 75.09 (22.03) 74.14 (21.69) -0.95 (-2.05 0.16) 0.090 
Body Mass Index 34 27.92 (7.95) 27.58 (7.82) -0.34 (-0.75 0.07 0.107 
Blood Pressure Diastolic 34 80.14 (12.89) 77.63 (11.82) -2.51 (-5.71, 0.68) 0.119 
Blood Pressure Systolic 34 126.49 (21.34) 120.57 (20.75) -5.91(-12.68 0.85) 0.084 
Waist Measurement 22 88.27 (17.19) 86.87 (15.99) -1.41 (-4.07, 1.25) 0.284 
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9.0 EVALUATION DESIGN - The qualitative component 
The physiological and health impacts of FFS reported in detail above enabled the identification of a 
number of challenging areas for FFS project, including the under-attendance of men and older people 
initially, and overall retention of partiCipants, as well as positive areas that need greater 
understanding, such as factors that encouraged uptake and retention of the project. In order to 
explore inadequacies, barriers and facilitators to benefiting from community healthy living 
interventions, a qualitative evaluation of FFS was also carried out. 
The qualitative evaluation aimed to explore the experience of participation in FFS, and assess the 
project from a lay perspective. A 'lay' sense of healthiness and wellbeing includes social and 
environmental dimensions in addition to the absence or presence of medical conditions (Grant, 2005). 
Health can also be conceptualised as an "achievement" for the individual, and healthiness and 'health 
consumption' can contribute to one's social identity (Scambler, Olsen and Griva, 2004; Blaxter 2004). 
Therefore this part of the evaluation considers themes of motivation experiences and change, allowing 
the interviewees to define and describe their own perceptions of the project and the impact it mayor 
may not have had on their lives and their health. 
There was a high drop-out rate from FFS and it is important to consider those who left the project 
before completing as well as those who were retained. Also, the project was aimed at the whole 
community and so as part of a critique of its success it is important to consider those who self-
selected themselves out of the scheme, as well as those who partiCipated. Therefore, the qualitative 
evaluation includes people who took part to varying extents in FFS. Recruitment of the sample was 
described in section 1. 7. 
9.1 The sample for the qualitative component 
There were 16 interviewees,S male, 11 female. Their ages ranged from 25 to 85, the average age for 
white interviewees (50.4 years) was higher than the average age for black interviewees (44.9 years). 
Figure 21: Gender, ethnicity, age and adherence classification of interviewees 
10 Gender Ethnicity Age Adherence 
Ai Female Black 44 Post-introduction decliner 
B2 Female Black 65 Partial adherer 
C3 Female White 56 ·Post-introduction decliner 
D4 Male White 85 Pre-introduction decliner 
E5 Female Black 37 Partial adherer 
F6 Female Black 37 Completer 
G7 Female White 40 Completer 
H8 Male Black 53 Post-introduction decliner 
19 Female Black 31 Completer 
J 10 Female White 36 Partial adherer 
Kll Female White 48 Completer 
L 12 Female Black 56 Completer 
M13 Male White 37 Partial adherer 
N 14 Male White 25 Partial adherer 
015 Male Black 36 Completer 
P 16 Female White 76 Pre-introduction decliner 
11 female 8 black Av. Age = 6 com pieters 
5 male 8 white 47. 6yea rs* 5 partial adherers 
6 decliners 
*average female age=47.8 (exclude pre-introduction dechners = 45 years); average male age=47.2 
(exclude pre-introduction decliners = 38 years). 
35 
9.2 Interviews 
Those recruited into the evaluation were asked to take part in one structured interview. Interviews 
were designed to take no more than about half an hour, and interviewees could decide whether to 
take part over the telephone or in person. Face to face interviews were carried out in the CP NDC 
meeting facilities. All interviews were taped and transcribed for analysis. 
Five themes were identified when designing the structured interview schedules: 
1. motivation to attend or not attend healthy lifestyle initiatives 
2. perceptions of own health and wellbeing 
3. motivation to improve own health and wellbeing 
4. perceptions of barriers and paths to improving or protecting own health and wellbeing 
5. motivations to sustaining current health practices and perceptions of likely maintenance of 
health practices 
These themes were developed to be framed in ways that were meaningful to both those who had and 
had not participated in FFS, in a series of structured topic areas. 
For participants the interview schedule covered 6 main areas: 
1. What were your expectations of FFS and why did you decide to go? 
2. What were your experiences at the first MOT and how did you react to the results of the 
tests? 
3. Which classes/ activities did you join in, and what motivated you to take part and continue 
with the activities? 
4. What changes did you make to your diet following the advice of the experts at the MOTs? 
5. What your experiences at the follow-up MOT, and how did you react to the follow-up set of 
tests? 
6. Whether or not the changes you made to your diet and activity level have been and will be 
sustainable? 
For non-participants the interview schedule covered 3 main areas: 
1. How did you hear about FFS and why did you decide not to go? 
2. What would have needed to have been offered by FFS to interest you in participating? 
3. In what ways do you live a health lifestyle (or not)? 
Interviews were recorded and transcribed prior to analysis. 
9.3 Analysis 
Interviews were analysed using thematic analysis techniques. In response to emerging themes in the 
data, themes were explored around patterns of attendance, social identity and identifying with the 
perceived target market of FFS, perceptions of support and barriers to using FFS, and suggestions for 
ways to improve Similar schemes. 
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10.0 FINDINGS FROM THE QUALITATIVE COMPONENT OF THE EVALUATION 
10.1 Levels of adherence 
In the original study design two divisions of participation were proposed: participants and non-
participants. Recruitment strategies and participant information sheets outlined that partiCipants had 
attended the first and follow-up MOTs and had participated in classes and or activities offered by FFS; 
and that non-participants had been aware of the scheme but had decided not to join in FFS. 
During the course of the interviews it became apparent that the interviewees did not fit neatly into 
these two groups, and that people identified with participant or non-participant recruitment materials 
for the qualitative study in inconsistent ways. The first aspect of analysis of the interviews therefore 
considered the extent to which the interviewees had participated in and adhered to FFS. 
Four criteria were used, based on factual statements of participation across the duration of FFS; 
attendance at the first MOT, following dietary advice provided at the introductory session, joining and 
attending activities or classes, and attending a follow-up MOT. On this basis three categories were 
derived: com pieters, partial adherers and non-participants. 
Completers attended both the introductory and follow-up MOTs, made changes to their diet and 
physical activity. Partial adherers attended both the introductory and follow-up MOTs, reported 
making some changes to their dietary intake, but did not participate in the classes and activities 
provided with the FFS scheme. Non-participants did not partiCipate in classes or activities and did not 
attend any follow-up MOTs. Some reported attending the introductory session and subsequently 
declining all other aspects of FFS, whilst others effectively declined prior to the introductory sessions 
and did not attend any aspect of the scheme, even through they were aware that FFS was being run 
in their area. Pre-introduction decliners were notably older than the post-introduction decliners in this 
sample. 
Men and women are represented in each of the groups outlined here and the interviewees' narratives 
have been analysed and presented within these group definitions in the following sections. For clarity, 
'interviewees' is used as a term to refer to the people who took part in the qualitative study and 
'participants' or 'non-partiCipants' refer to taking part in the Flora Fit Street scheme itself. 
F· Igure 22 G d : en eran d b dh age, ,ya erence group 
Group Female Male Average Age 
Completers 5 1 43 
Partial adherers 3 2 40 
Post-introduction 2 1 51 
decliners 
Pre-introduction 1 1 81 
decliners 
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Figure 23: Indivldua patterns 0 atten ance an f d d h c ange, b dh ~a erence group 
Gender Age Ethnicity First MOT Activity Diet Exit 
changes chanjles MOT 
Completers 
Female 37 Black With others Yes Yes Yes 
Female 39 Black With others Yes Yes Yes 
Female 40 White Alone Yes Yes Yes 
Female 48 White Alone Yes Yes Yes 
Female 56 Black Alone Yes Yes Yes 
Male 36 Black With others Yes Yes Yes 
Partial adherers 
Female 36 White With others No Yes Yes 
Female 37 Black With others No Yes Yes 
Female 65 Black With others No Yes Yes 
Male 25 White With others No Yes Yes 
Male 37 White With others No Yes Yes 
Non-participants 
Post- Female 44 Black With others Yes Yes No 
introduction 
Female 56 White Alone No No No 
Male 53 Black Alone No Yes No 
Pre- Female 76 White No. --- --- --
introduction 
Male 85 White No. --- --- ---
10.2 Complete adherers 
When reflecting on why they had attended FFS, com pieters made reference to specific motivations to 
look after their health that had existed prior to the launch of FFS. One completer talked about FFS as 
"kick starting" the new healthy lifestyle she had wanted for herself, another talked about it supporting 
an existing training programme for a 60K walk, and another talked about her awareness of aging and 
the difference between her healthiness currently compared to when she was younger. 
The com pieters reported positive experiences at the introductory MOT, with an overarching theme of 
the experts and the tests raising awareness. One interviewee explained that she had previously been 
unaware of the changes she had been making to her diet but that her conversation with the nutrition 
specialist had enabled her to be aware of the speCific, subtle changes she had made. Another 
interviewee talked specifically about the nutrition specialist increasing her awareness of the role of 
nutrition during pregnancy. Even when the biological tests had indicated that her cholesterol was too 
high, one completer framed the testing in terms of the result providing her with the knowledge of the 
problem and subsequent happiness that it had not been higher. She felt that because of the testing 
she had been able to change and maintain her cholesterol through changes to her diet and increased 
physical activity. 
The com pieters, by definition, are the only group to take up and participate in physical activities and 
classes throughout FFS. This group talked about the available activities as fitting in with their eXisting 
life, for example swimming as a suitable activity to do with the kids (rather than an activity that 
required and was made inconvenient by the need for childcare) and as enjoyable, for example how 
much fun salsa classes were and how much joy walking across Clapham Common can bring. Even 
though the scheme had finished by the time of the interviews, the respondents reported continuing 
with similar classes (for salsa), identical activities (regular swimming) and extensions of the original 
groups set up under FFS (a self-maintaining walking group). 
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Like most of the sample, the completers reporting making positive changes to their diet. In particular 
they identified receiving personalised advice about intake and diet modification (for example reducing 
nut consumption, changing from coffee to hot water and lemon in the morning), guidance about 
reading food labels and reducing salt intake, and specific directions about how to limit and change fat 
intakes. 
Overall the completer group was characterised by having pre-existing interest and motivation in 
leading a healthy lifestyle, felt able to participate in activities that were convenient with their "normal" 
pre-scheme life style, received and remembered diet advice that had direct relevance to their 
everyday preparation and choice of foods, and demonstrated long term commitment to making 
healthy changes in their lives. 
10.3 Partial adherers 
The partial adherers reported speCific health concerns as motivating factors for attending FFS, with an 
emphasis on the desire for or interest in the free testing that was being offered. Two women reported 
being motivated to go to ensure that they had their husbands, as well as themselves, tested because 
of pre-existing concerns. The concerns were perhaps comparatively more serious than in the 
completers group: a perceived hereditary history of heart disease which had led to the death of a 
father in his 50s, self-reported obesity and being seriously overweight at 19 stone, and a recent set of 
tests that had identified a concern over an irregular heart beat. 
When reflecting on the results from the tests carried out at the MOT, the partial adherers were fairly 
moderate in their responses; one woman's weight was more than she "had hoped", but it was also 
considered to be "absolutely fine"; another woman's test results were overall higher than the normal 
range, but this was phlegmatically considered unsurprising as she already knew that she was "getting 
out of hand". Although one man's results were a little high the first time, the follow-up showed 
improvements and so were considered to be "nothing to worry about"; and another respondent 
explained that the results had helped her to "stop worrying". 
This group, by definition, did not partiCipate in the physical activities and classes, but there was no 
consistent explanation as to why. One respondent felt that her exercise classes, twice a month, 
elsewhere were sufficient and did not need to be supplemented; another respondent felt that his job 
was so physically demanding that exercise was not a priority; another reported that she wanted to 
take up activities but that the classes were not run as advertised and that the course was over before 
it had started; another respondent explained that he had not been aware of the activities that were 
offered and had not considered an increase in physical activity as part of the FFS scheme. 
The partial adherers reported that the information provided at the first MOT was "basic" to "very 
informative", and reported little detail about specific recommendations for physical activity. None 
reported having spent time with the exercise speCialist, which may go some way to explaining the 
implicit contradiction between the comments above and the messages that were integrated within the 
FFS materials and introduction MOT sessions. Respondents in this group also made it expliCitly clear 
than they had greater interest in and made use of the practical information provided about diet and 
food changes. 
Some of the strongest recommendations for FFS come from the partial adherers: one respondent felt 
that they were leading to "maybe a heart attack" and that the scheme had taught her important 
information about her diet and the food she was consuming. Another respondent felt that his 
commitment to the FFS scheme had led to a "lifestyle change rather than a diet" and was pleased 
with the gradual and sustainable changes to his weight and food and alcohol intake. 
Overall the partial adherer group was characterised by stronger specific health concerns (rather than 
healthy interests) prior to FFS, a declared interest in the testing available, little interest or motivation 
to try the activity groups and overall positive responses to what they felt they had achieved from 
taking part. 
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10.4 Non-participants 
The non-participants include a broader group of people who did not feel that the FFS scheme met 
their needs for various reasons. 
Similar to the partial adherers, respondents who discontinued FFS (that is did not participate beyond 
attending the first MOT) were motivated to attend for quite weighty concerns about illness; one was 
concerned by her father's diabetes; another was concerned by the number of his friends dying of 
heart attacks and strokes. However, unlike the partial adherers the post-introductory decliners 
reported negative experiences at the first MOT. One respondent was disappointment with the 
eqUipment and exercise experience provided; another respondent was disappointed by the lack of 
expertise provided by the nutrition specialist. Again in contrast to the previous groups, those who 
discontinued with FFS indicated surprise at their results being increased above a healthy average with 
no attendant motivation to lower or maintain their measurements being reported. 
The post-introductory decliners inferred that FFS did not "fit" with the rest of their life. One 
respondent explained that her commitments to her studying meant it was inconvenient to attend 
classes and that although the follow-up tests were made available; it was "me not making it" that 
stopped her from retuning to the scheme. Another respondent outlined that his business took him 
away from the area, and that he had a very active lifestyle that did not fit with regular commitments. 
A female respondent echoed this pOint, that at the time she became too busy to commit to FFS and 
that the things that were offered as part of the scheme were not at times she could go. In addition 
she felt that "it all felt a bit sad" and that FFS was not "aimed at me" (see section 10.6 for further 
comment on this). 
Those who declined to take part in FFS at all, the pre-introduction decliners, also reported a 
perception that the scheme was fine for others but was not aimed at people like them. This was in 
part due to the perception of it being unsuitable for older people and also that the scheme would not 
provide anything suitable for their physical needs ("occupational therapy would be more useful than 
physical education'') or their age group ("too old", "at my age''). The provision of testing and advice 
through other health services, for example through annual check-ups with their GP, also gave the 
impression that attending a scheme like FFS was "a waste of time", repeating tests that had already 
been carried out satisfactorily elsewhere. 
Overall the post-introduction decliners reported a difference between their expectations of the scheme 
and their experiences of it, whilst the pre-introduction decliners reported a perceived gap between 
their health needs and their expectations of what could be provided by a community scheme. Post-
introduction decliners identified being disappointed by the range of facilities for exercise within the 
MOT session, the lack of actual hands-on demonstrations of exercise (as opposed to advice or 
membership for ongoing classes), and indicated surprise that nurses were present at the MOT and 
testing would be carried out during the session (rather than at external appOintments). 
Perceptions of the threat of poor health were both motivators to go for the post-introduction 
decliners, and justifications for not bothering for the pre-introduction decliners. This group was, 
unsurprisingly, the most negative about the scheme, identifying its weaknesses and limitations of who 
it was aimed at and what it could provide. 
10.5 Interviewees who left the study 
During the course of the interviews, following informed consent procedures, the research team had to 
abandon two interviews and withdraw the interviewees from the study. Both of these terminated 
interviews were husbands of women who had encouraged them to take part in FFS, and subsequently 
to be interviewed as part of this analysis. However, participation in the interviews was presented as 
unwilling and coerced by their spouses and so, obviously has to be withdrawn. It is also of note that 
during the recruitment process the research team was faced with some hostility as it was felt by some 
partiCipants that they had been hounded by FFS staff. One of the interviewees in this study makes 
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reference to the "increasingly tetchy little people" who rang them, and it seems likely that some of the 
people who refused to take part in this study would have given less favourable accounts of the FFS 
staff than are represented here (see also comments in section 1.7). 
10.6 Barriers to participation 
Two broad themes emerged from the interviewees' reflections on functional barriers to their 
participation in FFS: where activities were held, and when they were held (see Figure 24). Activities 
and classes were considered inconvenient due to other life commitments such as work, study and 
childcare responsibilities outside of school hours. Locations were considered not adequately accessible 
due to a lack of familiarity with the venue or due to perceptions of it being too far away. 
Figure 24: Barriers to participation 
Work, study and children as barriers 
The things that they offered weren't at times when I could go (C) 
I don't get out much to the classes anymore because I'm doing studying, so all my time's 
really taken up in that (A) 
The time was wrong ... The hours at work makes it a bit difficult and in the evening I'm at 
home with the kids (F) 
I got home too late from work at the time because I worked in central London, I think the 
classes were too early. (G) 
I haven't gone to it since I've had her [new baby] (G) 
If I wasn't working I know I would have attended almost all the classes but because of my 
work ... we weren't able to because of my work (I) 
Going to work, I sometimes finish late ... the time was difficult for me to go [to other classes] 
maybe if the time was different then I would've gone (L) 
Distance and familiarity with the venue as barriers 
I don't attend because of [the classes] being too far for me to go ... they were quite far from 
where we live (8) 
Agnes Riley Gardens isn't in the A-Z and on the website it doesn't actually say where it is so I 
didn't go because I couldn't find it (G) 
The building wasn't labelled, it was kind of hard to find the building because they didn't 
actually give an address (K) 
In addition to these functional barriers, there were social and experiential barriers, considered in the 
following sections: socio-demographic factors, support and potential improvements. 
10.7 Socio-demographic factors 
As in the quantitative study, patterns of participation were not drawn along ethnic lines and there was 
no declaration or inference that decisions to participate or not partiCipate were directed by ethnic or 
cultural considerations. The cultural imperative voiced in the interviews was that of a need to be 
'healthy' and the shared, if ambiguous, goal of being 'healthier', which was equally held in both the 
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ethnic groups used here. Age, gender and perceptions of healthiness were more likely than ethnicity 
to be used as terms of reference when describing or justifying patterns of participation in FFS (see 
Figure 25). 
Figure 25: Social descriptions of participation and healthiness 
A shared imperative for healthiness 
Basically we went for our health ... I feel healthier. (A) 
I basically wanted to get fitter and you know, how to choose the right foods to eat. (E) 
I want to get back on a healthy track (G) 
Just really to get my own idea of my own health (K) 
Age of other participants in FFS activities 
[other participants were] mostly elderly, not much young people (A) 
[the class] was fine but just a lot of old people. There wasn't enough young people [I 
thought] I'd get a lot more people, young people, I could chat with and network, but no, and 
I got bored quickly. (F) 
they said that [particular dancing] classes were for people who were over 50, I think, the 
penSioners, but as the time goes on they started opening it up for other, younger people as 
well (I) 
Age and the suitability of FFS for improving one's health 
At my age, I didn't think [FFS] was much good to me (D) 
I am too old for this sort of thing (P) 
I didn't go there to lose weight, because I know I'm older, you tend to put weight on, as you 
get older, these things affect you (I) 
Gender 
Mostly men just keep on drinking and we don't go to our GP ... don't have time to check our 
health. And I'm one of them, you know, I am definitely one of them. (H) 
I actually took my husband with me. It was a joint decision, but I probably persuaded him to 
come more because I wanted him to get checked out... because I was worried about my 
husband as well ... You know what men are like. (J) 
It would have been nice to have had more men around ... it wasn't feminine but it was ... more 
women than men. (0) 
The people that I saw strolling in and out, I'd noticed you know that there was a couple of 
gay guys and I thought "this is not picking up the sort of people who were asked" (C) 
Age in particular was used to explain both complete adherence to FFS, because things start to affect 
your health more as you get older, and also for complete non-participation, because you can also get 
"too old" for such schemes. As noted in the quantitative report, older and elderly people were not 
recruited into FFS in large numbers, but in this sample there was a perception that many other FFS 
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users were older and that this had a negative effect on the experience of younger users; either 
excluding them from popular activities or contributing to a boring social setting. 
It is interesting to note that the average age of the sample interviewed for this evaluation was older 
than the average age of participants at the outset of FFS, and for women was older across all phases 
of FFS (see Figures 1 and 21). It would appear that perceptions of the age at which you can be 
considered 'old' or 'elderly' vary considerably. This notion of age is self-referent and somewhat age 
dependent. 
The role of gender, and particularly of masculinity and men's indifference to looking after their health, 
was referred to by some interviewees in a joking, light tone. However, in parallel to this was an 
inference that male participation may be seen as unmanly; one male completer felt that he should 
explain that he had not been 'feminine' in joining FFS, and another interviewee interpreted healthy-
looking men present at FFS as homosexual. 
10.8 Social identity and 'not like me' 
For non participants (pre- and post- introduction decliners), there emerges a theme of FFS being for 
people 'not like me', positioning oneself as socially distant from the scheme and the people it was 
perceived to be aimed at or suitable for. This social distance was conceptualised in terms of age, 
physical ability, lifestyle capacity to commit to an organised scheme and perceptions of social-
economiC status or class (see Figure 26). 
Figure 26: Social identity and declining FFS 
And a healthy person I, I do a fairly healthy routine anyway, so I was just checking out 
what's available and the things that were weren't of interest to me. All of those [things I 
already do for my health] I do because I don't have to fit them into anybody else's routine. 
It [FFS] was just, it wasn't kind of cool (laughs). It all felt a bit sad and I thought I'm going to 
go, if I go to any of these this is not going to make me feel happier. 
It didn't feel like it was, I wasn't being aimed, it wasn't aimed at me, it was aimed at (sighs) 
the area which is very mixed and people who don't have a healthy regime. Well, because I 
was sort of talking to people and trying to find out who they were trying to get from the 
catchment area and what the aim of it was, and I, I was kind of curious about how Flora was 
involved and you know, the whole thing, so I suppose, it just felt like there was a huge gap 
between the sorts of people who do take care of themselves and the sorts of people who 
don't, and it felt like a class gap. Not, which isn't obviously to say that everybody who's of 
one class takes care of themselves and everybody who doesn't, you know, but it felt like a, a 
wealth/poverty gap and all of that. (C) 
Fine for different people, but at my age I didn't think it was, it, well, much good to me in 
other words. It's for people's health, good luck to 'em's what I say. 
If I find it necessary, if I get to a position or a state where I can't help myself then I'll ask for 
help. But not until then, I don't think it's [necessary]. (D) 
I couldn't get to [FFS] at that time, because of my schedule ... because I'm doing studying, I 
got the appointments was fine, it's just me not making it. (A) 
To be very honest, that particular time I was away, on a business trip and I came back [and I 
missed the next session] but I always keep saying that I'll probably catch you again. (H) 
I have disabilities, difficulties moving and hearing. I couldn't go along and just join in. I 
couldn't have got to it [the venues]. The sort of help I need for my health is through the 
Occupational Therapist... the physiotherapist... I don't have the same health problems that 
other people round here do. (P) 
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Whilst it may be countered that nominally there was 'something for everyone' and that FFS was open 
to the whole community, these interviewees articulate perceptions that FFS was not compatible with 
their pre-existing lifestyle or health needs. For them, they were too old, too disabled, too busy or not 
who was intended for the project, to see themselves as part of the scope of FFS. 
10.9 Sustaining changes in diet and activity 
Of all the interviewees who reported making some changes to their lifestyle after attending FFS (i.e. 
excluding the pre- and post- introduction decliners), only two people indicated that the changes they 
had made were unsustained (see Figure 27). For one interviewee, her life had changed dramatically 
since the scheme started and the arrival of a new child had hampered her healthier changes. For 
another interviewee, the end of FFS had meant that access to her preferred type of exercise was no 
longer finically sustainable, though she had maintained some of the changes to her diet. Both 
interviewees hoped that they would resume physical activity again in the future. 
The remaining participants, both partial adherers and completers, reported feeling that they had been 
able to integrate the changes suggested through FFS, and that they were realistically sustainable, 
particularly in terms of maintaining dietary changes. 
Figure 27: Sustaining change after FFS 
Changes that had not been sustained 
I mean, I'm planning to go to the gym. Now, there's one down in Streatham and they got a 
creche and it's nearly 60 pounds a month, just so that I can use a creche, you see, so you 
know I mean, I can't. (E) 
I haven't been [exercising] recently because I've got [the baby] now, but I would like to start 
eventually when I can get a baby sitter or something ... I ate very healthily when I was 
pregnant, but I don't know, I don't really eat much, just eat what you can at the moment 
[laughter], so I'm not, I think it's just because of her, really. (G) 
Sustainable changes 
Yes, I'm keeping up [the diet changes], yes and eat more of vegetables ... Even though the 
Floras, all the classes have come to an end, other people have taken over the [dancing] class 
now, and I still attend it. (I) 
I mean I did change my diet more so my activity, from what the information they'd given me 
on my diet. My weight was down slightly from the previous [MOT session]. It was down 
about six pounds actually, so I was quite pleased. I've been losing weight very, very gradually 
and it's stayed sort of down because I've made it like a lifestyle change rather than a diet, so 
I kind of don't have sugar in tea and I don't drink alcohol as I say, hardly at all. And I'm 
watching the salt levels. (M) 
10.10 Agency and structure 
In the themes discussed so far (levels and patterns of adherence, barriers to and social descriptions of 
participation, and the role of social identity) it is possible to identify both agency and structure in the 
narratives of attendance and non-attendance. In part this reflects a strength of the FFS scheme 
design: to increase agency through the provision of advice, feedback and practical information and 
also to provide structure in Clapham Park for healthier living though classes and alternative and 
affordable routes to participating in activities and testing. 
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However, in the context of FFS it is not possible to delineate the two satisfactorily. The mere presence 
of a healthy living initiative dedicated to Clapham Park in itself increases the structural support, by 
broadening the range of "what there is to choose from". For those interviewees who participated in at 
least the initial MOT session (excluding pre-introduction decliners), there is at least some degree of 
agency raising through the knowledge and awareness of one's own health, generated through the 
physiological tests and immediate feedback about the test results. For some participants this emerges 
as an overt increase in the ability to make healthier food choices, though education and directive 
activity and diet advice. For other partiCipants this emerges less directly, may perhaps be 
characterised as 'empowering' the partiCipants by raising their health self-knowledge or perhaps 
characterised as reassuring them that the choices they had already been making were having positive 
influences on their current healthiness. 
While FFS increased the capacity for healthy living throughout the community in Clapham Park, 
individually this may not have been perceived as providing accessible or available structures due to 
functional barriers of participation. Similarly, FFS may not have been perceived to have provided 
structures or opportunities that were preferable to what was already available. Arguably, FFS may 
have increased both individual agency (awareness, knowledge, decision making capability) and 
community structures (classes, activities and healthy priorities in locality) without the individual 
actually deciding to adhere to the scheme. 
The key theme here is that of choice and not direction. This increase in choice both as the actual 
functional provision of opportunities and also as awareness and the attendant individual preferences, 
is considered in the next section as a hybrid of agency and structure: the emerging role of support. 
10.11 Support 
The theme of support was reflected in range of topics during the interviews (See Figure 28). Support 
was referred to in terms of being encouraging and motivating people to adhere to the scheme, acting 
as a facilitator to participation. Support was referred to as a service in itself, alongside the activities 
and information partiCipants were pleased to have the support of professionals. Support was also 
conceptualised as being the positive experience when participating; the supportive way in which 
people were handled and spoken to was a part of the overall perceptions of the scheme as 
appropriate and something that people wanted to be a part of. 
However, a concurrent theme also emerged here, that of inferred dependence on the scheme and 
reliance on the support provided by the intervention to sustain healthy living changes. Some 
participants reflected that the best improvement that could be made to FFS was to bring it back, or 
extend it for longer (see Figure 29, and also section 10.12 for other suggestions for improvements). 
For these partiCipants, the value of the short term intervention is not assured after the end of the 
scheme. Even where they feel that some of the dietary and activity changes are sustainable (see 
section 10.9), there is no reference to finding a sustainable, equivalent source of support outside of 
FFS. 
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Figure 28: The role of support in DarticiDatinq and benefiting from FFS 
Completers 
I think it needed to have a blitz of it often, like once a year or something so everybody can 
just continue because there are lots of people that want their kick start like me and they 
don't have anything like that to actually get them and this helped me to do that. ... It would 
move people to pick up and do something, at least go and start. (F) 
It was nice to have sort of a regular check-up session, just somewhere you could drop in ... It 
was just sort of checking your progress and also they were quite encouraging so you felt, it 
was just quite good to have a bit of feedback about how you're doing and if you'd for any 
reason sort of slacked and when it came round they'd say, right we're gonna check up on 
you, you'd just think, oh let's start again, sort of thing, so it's quite sort of motivating. (G) 
There was a place where there were people, nutritionists ... I was interested to go and meet 
them. Sometimes I had a million things to do and then [FFS staff] were reminding us to 
attend. (I) 
Whatever question I asked or whatever ... somebody's always there to answer. (L) 
Partial adherers 
They were very excellent ... they didn't really make me feel, you know, "oh, you know you 
are over obese", you know they encouraged me. 
If we even pay a surcharge, you know, I wouldn't mind, because you know, you get the 
support from the team that you know were there at the time. 
I would love to have something like [FFS], come back in, for the motivation. (E) 
I think [FFS] is very much needed because without it my husband wouldn't, he never goes to 
the doctors. (J) 
And just being told by, you know, someone like a doctor, having a bit of advice so then you 
could change ... it was very satisfying. (M) 
Figure 29: Preferences for maintaining FFS in the community 
I was really disappointed when basically it came to an end, because I thought it was 
something that would, you know, I didn't realise that it was for a year, I thought it was 
something that was ongoing, because we do need something like this. 
The only thing that I would like to know that, you know what I mean, that they could have 
bring back the programme. (E) 
I wish it would come again. (F) 
I wish it would come back (G) 
10.12 Suggested improvements for similar schemes 
Interviewees were directly asked to comment on what changes they would like to see, if FFS or a 
similar project returned to the area. Understandably, answers were strongly reflective of the previous 
sections (see Figure 30). 
There were functional recommendations, nominating more local venue locations, broader range of 
class times and increased availability of childcare facilities as areas for improvement. The time of day 
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exacerbated problems that some interviewees had with travelling to activities; irrespective of other 
commitments there were safety considerations for travelling later in the day. 
Additionally, a need for more specialised dietary information was identified. Some interviewees felt 
that the nutrition advice offered was not much more than common sense, and needed to be more in 
depth. 
One suggestion was for more specialised dietary tests, such as food allergy testing, to support 
individualised dietary advice. Another suggestion was that diet advice needed to be framed with 
greater understanding of people's addictions to foods, such as chocolate, and how to include those in 
diet plans, and what were 'safe' or 'maximum' amounts people could eat of their favourite 'bad' foods. 
Another interviewee indicated that sCientific explanations about the function of foods and ingredients 
was important; for example not just that sugar should be reduced, but why it should be and what 
connection there was between sugar intake and ill health, in comparison for example to the known 
effects of salt intake and hypertension. 
Finally, there was some indication that the scheme would 'reach out' to more people through better 
and sustained promotion, and greater use of financial incentives, such as discounts, vouchers and 
'freebies'. 
Figure 30: Improvements for healthy living initiatives 
Functional changes for classes and activities 
Put them on in more areas ... more local to where people live (A) 
Late in the evening, it's too dangerous for me to go out on and come [back] on my own (B) 
With creche facilities (F) 
A few more different times for classes (G) 
Improving information and specialising advice for participants 
The nutrition advice was quite basic ... maybe allergy testing, you know for food allergies and 
things like that (J) 
If you're addicted to chocolates or fruits and stuff like that, how much can you eat of that 
particular thing before you, you have to stop (A) 
To be very honest, I don't know the real effect of sugar. Salt I know that it narrows your 
arteries and you know causes much, you know, some of this hypertension and it's been a 
long time indeed, even before I was born, salt is no good, you know. But, concerning sugar, I 
don't know the fact of it. If I knew then I'd probably stop taking it [laughing] like, like 
smoking, they say smoking kills ... I haven't done it for a long time, I'm not a smoker these 
days. (H) 
Promotions and discounts 
They need to advertise it more ... promoted more ... drop leaflets through people's doors, 
maybe in the local papers ... and more offers, like more discounts (A) 
more freebies, like vouchers ... if I have a voucher to go to the gym I will definitely end up 
going (F) 
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11.0 CONCLUSIONS, IMPLICATIONS AND RECOMMENDATIONS 
In this section, conclusions and implications from the quantitative component study are presented first 
(sections 11.1 and 11.2), followed by those from the qualitative component (section 11.3). 
11.1 Conclusions from the quantitative component of the study 
The baseline sample for the quantitative component consisted of 199 participants recruited into the 
study at the Healthy Heart MOT events in February 2005. The study attracted a larger proportion of 
women at baseline (63.3%) and a lower proportion of older people. 
Of the 199 people who consented to take part, 111 (55.8%) returned for their 12 week follow-up, a 
much lower number, 35 (17.6%) returned for their 6 month follow-up. A total of 28 (14.1%) 
participants attended all three time points. 
A comparison of attenders and non-attenders at all three time points found that there is an 
association (p=0.022) between gender and those deciding to return at 12 weeks, 70.3% of those who 
returning were women. At the 6 month follow-up an association (p=0.017) is found between age and 
those deciding to return, the study managed to retain a larger proportion of older people. No other 
associations at either time point were found. So it is reasonable to assume that the people who 
completed their follow-ups are reasonably representative of the sample originally recruited. 
An analysis of the changes in health status at 12 weeks and 6 months found statistically significant 
changes in several outcome variables. 
Cholesterol 
Firstly, in the primary outcome variable, cholesterol, statistically significant changes are found at both 
12 weeks and 6 months in comparison to baseline values. There was a 14.5% increase at 12 weeks 
and 25.8% increase at 6 months in the number of people attaining a desirable cholesterol level of 
5mmol/L or below. 
The was also a statistically significant change in the mean cholesterol levels compared to baseline, 
with a reduction at 12 weeks and 6 months by -0.28mmoI/L and -0.634 mmol/L respectively. This 
represents a 5.9% reduction at 12 weeks that increases to a 13.2% reduction at 6 months. 
Glucose 
There was an 11.9% increase in the number of people who attained a glucose level of 6mmol/L or 
below at 12 weeks. This was a statistically significant change (p=0.041) with 24 participants who had 
a glucose level of 6mmol/L at baseline decreasing to a desirable level. 
The mean glucose level by 12 weeks had decreased by -0.30 mmol/L; this decrease is statistically 
significant. This is a 5.7% reduction in the mean glucose level over 12 weeks. 
No significant changes in glucose level were found at 6 months. 
SF-36 
An analysis of the 5F-36 shows statistically significant changes, in the direction of improved health, 
both at 12 weeks and 6 months, on different dimesions. At 12 weeks 2 of the 8 dimensions showed 
an improvement, 'bodily pain' (p=0.017) and 'general health perception' (p<O.OOl). At 6 months 1 
dimension 'role limitations due to physical problems' (p=0.030) showed an improvement. 
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Food Choices 
At 12 weeks there was a statistically significant increase (44.7% p=0.003) in the number of healthy 
food choices participants were reporting. There was also a statistically significant decrease (40.6% 
p<O.OOl) in the number of non-healthy food choices participants were reporting. At six months there 
was no significant change in the number of healthy food choices, but there was still a statistically 
significant decrease (43% p=0.002) in the reported number of non-healthy food choices. 
Stage of change 
At 12 weeks, 31.1% of participants made a positive change, however this was not statistically 
significant. At 6 months a statistically significant improvement was found (p=0.007) with 52% of 
participants making positive changes. 
Other outcome variables 
No statistically significant differences were found for: resting heart rate, weight, BMI, blood pressure, 
waist measurement, smoking habits, seven-day activity recall or in the participants desire to make 
lifestyle changes. 
11.2 Implications from the quantitative component of the study 
Overall, for the participants who stayed with the programme, these findings suggest that FFS has had 
a positive and sustained effect on their health. There were significant and lasting changes in the 
participant's food choices throughout the 6 months and while most of the other results were not 
significant at both time points, there was an overall improvement in many of the outcome variables 
most notably, glucose, improvement in health indicators (SF-36), physical activity levels (7 day activity 
recall, Stage of Change), weight, BMI and waist measurements. But perhaps most significantly of all, 
FFS had a significant and lasting effect on the participant's cholesterol levels. It has been shown that 
a sustained 1% decrease in blood total cholesterol produces about a 2-3% decrease in the risk of 
developing CHD (Tang et al. 1998). So, the 13.2% decrease in cholesterol could be said to translate 
into an overall decrease in the risk of participants developing CHD of between 26.4% and 39.6%. If 
this success can be replicated, then the public health implications for a community seem to be 
noteworthy. An initiative like Flora Fit Street can thus provide a useful template as the government 
seeks to meet its community health targets. 
It is hard to speculate on exactly which elements of FFS were effective, the programme had a high 
profile in the community and, over the course of the year, had been active in promoting healthy 
lifestyles in a variety of ways. However, the Healthy Heart MOTs were the focal pOint and did follow a 
behaviour change model that has proved effective in other health interventions. Some further insights 
are offered by the findings of the qualitative component discussed below. 
11.3 Conclusions from the qualitative component of the study 
Across the sample of interviews discussed here not everybody who had heard about FFS identified 
with the scope and potential benefits of a community based healthy living initiative; not everybody 
expected the same features, services and time span of FFS; and not everybody who went to FFS 
wanted to achieve the same goals. However, several themes emerged from the interviews, 
characterising levels of adherence to the FFS, barriers to participation and facilitators to adherence. 
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Characteristics of groups defined by level of adherence to FFS 
The three levels of adherence identified through the interviewees descriptions of their uptake of 
testing, diet advice and activities demonstrated different patterns of motivation, reactions to testing, 
engaging in and maintaining healthy changes and overall evaluation of the scheme. 
Com pieters (F, G, K, L, 0) 
• Motivated to look after and increase their health 
• Some suggestion of making changes towards a healthy lifestyle prior to FFS 
• Positive reaction to the test results at the initial MOT 
• Positive response to follow up test results 
• Engaged in FFS activities, which were convenient 
• Made changes to diet 
• Self reported sustained changes to diet and exercise 
• Strongly valued the 'support' provided by FFS 
Partial Adherers (B, E, J, M, N) 
• Motivated to attend by specific, serious health concerns 
• Some suggestion of information seeking prior to FFS 
• Not concerned by test results at initial MOT 
• Self reported sustained changes to diet 
• Did not make sustained increase in physical activities 
• Broad satisfaction with outcomes of own partiCipation, but also identified areas of 
incompatibility between what was offered and what was ideal for them 
Non-participants (A, C, D, H, P) 
• Motivated to attend without clear goals to achieve through FFS, or motivated to not attend 
because of an apparent gap between what was offered and what was needed 
• Disappointment with test results at initial MOT (if attended), framed in terms of dissatisfaction 
or uncertainty about the credibility of the results 
• Did not incorporate health advice into daily lifestyle; or did not ask for advice 
• Broad ambivalence about the scheme 
Barriers to attendance 
Interviewees identified functional and social barriers to attendance. Functional barriers were centred 
around the convenience of activities, the scheduled times of organised activities and distance between 
organised activities and home. Commitments to physical exercise and activities had to be compatible 
with existing work, studying and child care responsibilities. Some interviewees reported having 
exercise classes or routines in place prior to FFS, and these acted as additional commitments for FFS 
to work around and also as a reason for not needing, or not having time for, further physical activity. 
Lack of local knowledge about the locations of venues, and perceptions of the lack of safety using 
public transport or walking alone to venues also acted as functional barriers to attending MOTs and 
classes. Physical disability prohibited one interviewee from attending FFS, both in terms of ability to 
travel to and attend sessions, and also in terms of participating in non-disability speCialised activities. 
The interviewees' own interpretations of who FFS was for and what it could do for you acted as social 
barriers. The apparent lack of basic health awareness, in terms of perceptions of other users and as 
reflected in the advice and information received from the experts, discouraged some interviewees 
from pursuing FFS or associating their own health needs with what might be achievable through FFS. 
Age was seen as a reason to attend FFS and also as a reason for not attending. There were quite 
pronounced opinions that FFS was unsuitable for older people, and also that the scheme would have 
benefited from having more younger people involved, as older aged groups discouraged some from 
continuing attending classes. 
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For some interviewees, community schemes like FFS were seen as ideal for men who would otherwise 
not have contact with health care professionals or have 'check-ups' for their health. Wives, girlfriends 
and boyfriends were reported as accompanying men to FFS sessions, but there was also some 
comment that they had been 'persuaded' into attending, and that left to their own devices FFS would 
not appeal to the average, heterosexual man who is disinterested in his own health. 
Facilitators to adherence 
Across the sample one point of agreement was the need individually and communally to improve and 
protect health. The framing of FFS as a healthy living initiative, to assist in generating improved health 
in Clapham Park was essentially applauded, even though some non-participants identified themselves 
as different from those that 'need' help, it was seen as having a positive effect for the community. 
The provision of free physiological testing and advice was seen as desirable and was a motivating 
factor for all of those in the sample who attended FFS at least once. Although some interviewees were 
surprised, and some disappointed, by their results, no one reported feeling uncomfortable being 
tested, or being discouraged from attending by the prospect of taking part in the tests. One to one 
information and feedback facilitated attendance, as a 'selling point', and once at FFS it also provided 
context and direction for involvement in improving one's own health. 
The role of support emerged as a key factor in facilitating attendance and adherence to a healthier 
lifestyle, through encouraging and motivating people to initiate and maintain healthy changes, as well 
as being a positive outcome for the individual to feel supported during their participation. 
The roles of diet and exercise 
Participants were more likely to report making changes to their dietary intake, and sustaining changes 
to their diet than to report increasing their physical activity levels, and this difference directed the first 
level of analysis of the interviewees' patterns of adherence to FFS. 
In the context of other emerging themes, it appears that for this sample making changes to the diet 
was preferable, easier, more affordable and more convenient than increasing exercise. Changes to 
the diet do not necessarily demand more time, or greater regular commitments than already exist in 
their daily lives: they are already eating food, at times to suit their schedule and their tastes. 
Exercise potentially requires greater allocation of time, more travelling and in many cases a new 
commitment to take on. The connection between increased knowledge and gaining benefit from what 
you know is less direct in exercise than in diet; it is possible to take diet advice home and follow it, 
whereas with exercise advise you have to take it home and convert it into exertion and changed 
routines. 
It is perhaps not surprising that the information and testing were the most popular parts of FFS, but 
they were also criticised for being too basic and the content being insufficient to go beyond what 
people already knew. On the other hand, participants who maintained physical activity were wholly 
positive about the content of the exercise opportunities provided by FFS; the criticism came for 
withdrawn classes and facilities, inconvenient times of classes and the lack of interest from other 
participants. 
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11.4 Recommendations from the qualitative component of the study 
The following recommendations are based on the suggestions and experiences of the interviewees in 
the qualitative component, for future healthy living community initiatives. 
1. Make it clear that the intervention is only intended to last a limited time 
2. Make efforts to ensure access for those with physical disabilities and promote the 
availability of accessible locations and spaces. Consider the role of physical disabilities and 
limitation when designing activity programmes for communities 
3. Try to include affordable and financially sustainable activities that can remain after the 
end of the scheme; or where that is not possible, ensure that exit sessions help 
participants to identify replacement affordable activities 
4. Try to develop socially encouraging groups and support for participants, or engage in 
activities that are community led, so that the support is not withdrawn at the end of the 
schemes; or where that is not possible, ensure that exit sessions help participants to 
identify replacement support and sources of encouragement and inspiration 
5. Deliver person-specific information and advice, and offer the opportunity for participants 
to ask their own questions about their healthier lifestyle choices. At the end of the scheme 
ensure that partiCipants have identified alternative sources of health advice and 
information 
6. Dietary changes need to be supported by specialised information, and clear directions for 
a range of dietary requirements 
7. Exercise changes need to be supported by regular, accessible locations and times for 
classes, appreciating the role of motivation to 'keep going' and the role other 
commitments play in deciding whether or not it is personally feasible to exercise 
8. Schemes need to be sensitive to the environment in which they operate, including local 
knowledge of the area, and times and routes which are considered 'safe' to use when 
travelling between home and venues 
11.5 Overall implications 
The main challenges that lie ahead seem to be around how to interest more men and older people to 
take part initially and how to increase retention levels generally. More gender and age specific 
sessions may help to improve the 'fit' between the potential benefits of attending healthy lifestyle 
initiatives and the perceptions of under-represented groups, and encourage men and older people to 
identify that such schemes are 'for people like me'. The recommendations listed above provide a 
starting point. 
The results from this study and other studies completed recently (Taket et al. 2006, Gauvin et al. 
2006) are now being taken forward in a new study, designed to explore factors affecting uptake and 
adherence in greater detail which is being carried out over 2006 to 2008. 
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APPENDIX I: Recruitment for quantitative component 
(i) Recruitment to the quantitative component of the study is outlined in Figure A1 
Figure Ai: Recruitment for stud 
I 
I 
Baseline measurements and consultation with Health Professional 
Assess suitability versus criteria for inclusion in study 
• 1 
Exclude (but can still 
take part in Fit Street 
programme) 
20 min one-on-one consultation with Registered Dietician (RD) 
20 min one-on-one consultation with fitness professional 
Clapham Park Smoking cessation programme (if smoker) 
GP referral letter and GP 
information letter 
12 weeks during which time access to all Fit Street activities such as fitness 
classes, reduced price activities, cooking club and access to RD and fitness 
professional through the drop in centre, help line and website 
Inclusion Criteria 
• 18 years or over 
• Willingness to take part in the study and agreement to comply with the conditions laid out in 
the Consent form. 
Exclusion criteria 
• Those with gastrointestinal diseases, severe concomitant diseases, liver or kidney failure 
• Those who are pregnant, trying to become pregnant or breast feeding 
• Those who are currently receiving drug therapy for elevated cholesterol levels or hypertension 
• Those already on special diets prescribed by a health care professional 
• Those for whom changes in diet and lifestyle would in any way be detrimental to their health, 
for example unable to exercise for medical reasons such as joint problems 
• Those taking part in another current or recent research study (recent defined as ending in past 
6 months) 
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APPENDIX II: Flora Fit Street 
Flora Fit Street worked in partnership with Clapham Park Project (CPP) in Lambeth to launch a health 
campaign in June 2004. The aim of Flora Fit Street was to show how sustainable and dramatic 
improvements in heart health could be achieved through the adoption of a healthier lifestyle. It is an 
innovative public-private partnership project, aiming to make dramatic improvements to the whole 
community's hearth health, through making changes to diet and lifestyle. 
CPP was chosen owing to Lambeth's higher than national average Cardiovascular Heart Disease (CHD) 
mortality rates. The project was launched with government funding and wide support from the World 
Heart Federation and the National Obesity Forum. To link the project with local health care 
professionals (HCPs), thereby encouraging project awareness and referral, a toolkit was developed 
packed with heart health information and pUll-out leaflets, for use with patients by HCPs. 
In total, the Flora Fit Street project offered a wide range of different activities to the project area (see 
list below) with a focus on nutrition, physical exercise and smoking cessation. These were targeted at 
the whole community, including activities for children of primary school age through to senior citizens. 
They were held locally in familiar venues, with flexible class times and were free. The programme 
employed a wide network of qualified fitness professionals, state-registered dietitians, health 
consultants and local instructors. 
Additionally, subsidies were agreed with existing activity based facilities and a Health Heart Discount 
card enabled residents to subsidised entry for swimming, ice skating and cycling. A variety of health 
services were offered to reSidents, including Heart Health MOTs designed to provide a 'lifestyle 
prescription' and fitness and nutrition drop-in clinics. Other free activities included: salsa, power 
walking, Tai Chi, Yoga, Street Dance, running and gardening. Assistance with transport, childcare and 
translation were also provided. 
A primary school programme was also launched whereby heart health classes were provided by a 
project network of experts. Other programme components included: Get Fresh Set, encouraging 
children to eat fruit and vegetables through learning to grow it themselves; a walking bus; and 
outdoor activities organised at break time to encourage more physical activity. 
The project, attracting £330k of government funding was launched in June 2004 and ran for 12 
months ending in June 2005. 
The scientific study examined the effects of participation in FFS on adults only. 
Activities 
• Healthy Heart MOTs 
• Nutritional advisory Service (monthly) 
• Professional Fitness advice (monthly) 
• Stress Related workshops 
• Cooking Classes 
• 5 a-side football 
• Power-walking 
• Running club 
• Yoga 
• Tai Chi 
• Armchair Aerobics 
• Tea Dancing 
• High-Life Dancing 
• Salsa 
• Street Dance 
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• Line Dancing 
• Aerobics 
• Boxercise 
• Circuit Training 
• Smoking cessation 
• Gardening 
• 50% discount card: Swimming, Cycling, Ice skating. 
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APPENDIX III: Visit Schedule 
Each participant was in informed of his/her own baseline test results by the team member and given 
appropriate advice depending on the results. 
If participants had a total cholesterol level of 6.5mmol/L or above, a BP of 145/90 or above, and/or a 
blood glucose level of 6.9 or above, they will be given a letter to take to their GP. If the GP then 
prescribes medication, the subject will be excluded from the study. 
All participants received lifestyle information and advice covering diet, physical activity and smoking 
cessation. This will included an individual 20 minute consultation with a registered Dietician at 
baseline and a follow up at week 12, opportunities for physical activity at no cost or reduced cost and 
access to smoking cessation support, including free nicotine replacement therapy. 
All participants had access to the full programme of activities provided by the Flora Fit Street 
programme in Clapham Park. 
Throughout the 12 weeks of the intervention the participants were supported by the Flora Fit Street 
Programme Team (including dietitians, fitness professionals and smoking cessation advisors). 
At the end of the intervention, participants were asked to attend an exit MOT. Repeat measurements 
and questionnaires were completed and participants informed of his/her results by the team member 
and were given the opportunity to discuss them. 
Final repeat measurements and questionnaires were administered by community nurses at 
consultation at about 26 weeks after the initial baseline date. 
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APPENDIX IV: Outcome Measures 
(i) Seven Day Activity Recall - Calculating Energy Expenditure 
At each measurement point, the total time spent on each type of activity is calculated in minutes. The 
total time spent on each of the different types of activity during the days was then converted in 
calorific expenditure values using the following measurements; 
Activity Level 
light 
Moderate 
Vigorous 
Male (kcal/min) 
3.45 
6.2 
8.2 
Females (kcal/min) 
2.25 
4.45 
6.45 
The total time spent on each activity was multiplied by these values and the total calorific expenditure 
spent on physical activity each week was used in the analysis. 
(ii) SF-36 
The SF-36 is a short 36-item questionnaire that measures 8 multi-item dimensions; this is also a single 
single that measures perceived health change over the past year. Dimension scores are calculated by 
summing up the raw scores and then transforming them onto a scale: 0 (poor health) to 100 (good 
health). 
Dimension Low Score High Score 
Physical Functioning limited a lot in performing Performs all types of physical 
activities including bathing and activities without limitations 
dressil}g 
Role limitations due to physical Problems with work or other No problems with work or other 
problems daily activities as a result of daily activities due to physical 
physical health health 
Role limitations due to Problems with work or other No problems with work or other 
emotional problems daily activities as a result of daily activities as a result of 
emotional problems emotional problems 
Social Functioning Extreme and frequent Performs normal social activities 
interference with normal social without interference due to 
activities due to physical or physical or emotional problems 
emotional problems. 
Bodily Pain Severe pain causing Low or no levels of pain causing 
interference with work (paid or little, if any, interference in work 
unpaid) (paid or unpaid) 
Mental Health Feelings of nervousness and Feels peaceful, happy and calm 
depression all of the time all of the time 
Energy /Vitality Feels tired and worn down all Feels full of energy all the time 
the time 
General Health Perceptions Believe personal health is poor Believes personal health is 
and likely to ~et worse excellent 
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(iii) Stage of Change 
The transtheoretical model purports that individuals move through stages when changing a behaviour 
pattern. The stages are: precontemplation, contemplation, preparation, action and maintenance. 
Participants are asked to indicate which of the following 6 Statements best described their physical 
activity status at the time of the consultation. 
A I am not currently very physically active and I don't intend to become more active in the next 
six months/ I am too busy right now 
B I am not currently very physically active, but I am thinking about increasing the amount of 
activity I take in the next six months 
C The amount of activity I take varies: sometimes I am physically active, other times not 
D I am currently physically active on most days, but have only just begun to be so within the 
last six months 
E I am currently physically active on most days, and have been so for longer than six months 
F A year ago I was physically active on most days, but in the last few months I have been less 
active 
By using this instrument it can be established to what extent, if any, partiCipant's motivation/ 
behaviour patterns regarding exercise have changed. 
Difference Change at 3 Months 
Positive Client shifts from: 
Stage A to B, C, D or E 
Stage B to C, D, or E 
Stage C to D, E 
Stage D to E 
Stage F to B, C, D or E 
Negative Client shifts from: 
Stage B to A or F 
Stage C to B, A or F 
Stage D to C, B, A or F 
Stage E to D, C, B or A 
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(iV) Food Choice Items 
1. Do you try to reduce the fat in your diet? 
2. Do you eat at least 5 portions of fruit and vegetables every day? 
3. Do you eat beans and pulses at least once a week? 
4. Do you watch out for the salt content of your food? 
5. Do your drinks contain sugar? 
6. Do you eat pastries, pies, fried food, cakes & biscuits? 
7. Do you limit the use of fat (like butter) in cooking and on food? 
8. When snacking do you eat crisps and peanuts? 
9. When snacking do you eat cakes, biscuits, chocolates and sweets? 
10. When snacking do you eat fruit and vegetables? 
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